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THE RED BLOOD CELL SEDIMENTA- 
TION TEST IN THE TREATMENT 
OF PULMONARY TUBERCULOSIS 
J. W. TAPPAN, Surgeon, 


G. H. FAGET, Passed Assistant Surgeon 
United States Public Health Service, 
Ft. Stanton, New Mexico 

In the treatment of pulmonary tuberculo- 
sis it is important to be able to determine 
the degree of activity of the disease. There 
is no other single feature of which accurate 
estimation is so important. The routine 
physical and x-ray examinations reveal the 
extent of the pulmonary pathology, but do 
not show how active the lesions are. Pa- 
tients who complain of fatigue, who have 
poor appetites. who are losing weight and 
who have rapid bulses, with occasional fever, 
are certainly active. There are many cases, 
however, free from all these symptoms, with 
physical and x-ray findings stationary, in 
which we wish to know whether they have 
reached the stage where exercise will be 
beneficial or harmful. In these, a real test 
of the activity of the pulmonarv lesion is 
to be desired; something that will be an in- 
dex of what is going on within the tissues. 

It was with this end in view that a series 
of erythrocyte sedimentation tests was 
made at the U. S. Marine Hospital, Fort 
Stanton, New Mexico, in the spring and 
summer of 1927. The literature upon the 
subject seemed encouraging but we wished 
to determine, for our own satisfaction, 
whether the test was one which would be of 
value to us and at the same time be prac- 
tical to use as a routine part of our treat- 
ment of tuberculous beneficiaries of the 
Service. 

Upon comparing results with the physical 
and x-ray examinations of patients upon 
whom the sedimentation tests had been car- 
ried out, it seemed to us that there was a 
basis for its use and that more extensive 
study was warranted. It was, therefore, de- 
cided to carry out the test on all new ad- 
missions and repeat it at regular intervals 
during their stay in the hospital. At first 


a six months interval was tried, but it was 
soon apparent that the value of the test 
warranted a shorter interval. At present it 
is being done every three months. 


We concluded to study the test, as to its 
practical value, particularly in relation to 
(1) the extent of the disease, (2) its activ- 
ity, (3) the prognosis and (4) as a guide in 
the treatment of certain cases, and this pa- 
per is based upon the study of 378 tests, 
made upon 234 patients, with these pur- 
poses in view. While it is too early to de- 
termine the status of the procedure perma- 
nently, it appears to be of enough value to 
warrant a preliminary report. 


TECHNIC 


The technic followed was that first used 
by Linzenmeier, as it was thought to be the 
most adeauate for our requirements. As 
only one figure entered into the calculation, 
it seemed to us the best test for purposes 
of comparison. 


Tubes 6.5 centimeters long, by 5 milli- 
meters internal diameter are used. These 
tubes have two marks etched on their sides: 
an upper indicating one cubic centimeter of 
content. the other 18 millimeters below the 
first. The results are read in the number 
of minutes required for the red blood cells 
to drop to the 18 millimeter level. Into a 
small graduated syringe, 0.2 of a cc. of 5 
per cent sodium citrate solution is drawn 
and the blood to be tested is then drawn up 
to the one c.c. mark. This mixture is emp- 
tied into the special tube, which is inverted 
several times to obtain a thorough mixture. 
When all the blood specimens to be tested 
have thus been collected, the tubes are in- 
verted again and the time at which the tests 
are started noted. It did not seem to make 
any difference whether the tests were run 
immediately or a few hours after the blood 
had been drawn. During the first hour it 
is necessary to watch the tubes carefully to 
mark off the carlv reactions. However, a 
check every 15 minutes during the first 
hour, every 30 minutes during the second 
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hour, and thereafter every hour until the 
sixth hour, is all that is necessary. All 
tubes in which the erythrocytes have not 
sedimented to the 18 millimeter mark at the 
end of six hours are considered within the 
normal limits. 
RELATION OF THE TEST TO THE EXTENT 
OF THE DISEASE 
Before we had advanced very far in the 
work it was evident that it would be neces- 
sary to have a group of normal controls. It 
was thought best not to accept what had 
been considered normal in the literature as 
our problems were a little different. In the 
first place our sanatorium is situated at an 
altitude of 6231 feet above sea level and 
the effect of altitude upon the suspension 
stability of the red blood cells was still un- 
- known. In the secend place all our patients 
are adult males, mostly between the ages of 
20 and 40. Therefore. a group of twenty 
normal adult males, of like ages, was taken 
as a control. The results showed the sedi- 
mentation time of this group to be over four 
hours in three cases, and over six hours for 
17 cases. 


In order to have an unprejudiced opinion, 
it was decided to try the test at first on 
new cases only, and to compare the results 
carefully with the physical and x-ray ex- 
aminations. In order to be as fair as pos- 
sible, these three examinations were done 
indevendently by different departments of 
the hospital and the results afterwards com- 
pared. For greater ease of comparison, we 
divided the results of the test into six 
groups, as follows: 


Table 1. 

















Group | Sedimentation time. 
I | Up to thirty minutes 
II | From one half to one hour 
III | From one to two hours 
IV | From two to four hours 
V_=§! From four to six hours 
~ VI | Six hours or more ze 


Six hours or more 


More or less arbitrarily (but only after 
some experience had been gained). it was 
decided that grounvs I and II should corre- 
spond to far advanced cases or very active 
ones; groups III and IV to moderately ad- 
vanced or less active ones; and groups V 
and VI to minimal, quiescent or arrested 
cases. 


Table 2 shows the results of dividing all 
cases upon admission into groups indicated. 
The diagnosis is based primarily upon the 
result of the physical examination classi- 
fied according to the rules of the National 
Tuberculosis Association. 
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Table 2. 

Group | £1 Bl | Wi Vi CVE 
Hours | 0-% | %-1|1 to 2/2 to 4/4 to 6] 6 or 
an le ae | | | | | | more 
Faradvanced | 33 | 14 | 14/| 4] 2]| O 
Moderately | | | | 
advanced Le] Ol a ee] eT 
Minimal, qui- | | | 
escent or | 
arrested YO Wa ae a rT 





Far |Moderately| Minimal, 
| advanced | advanced | quiescent 
| | or arrested 

From the above table, it is apparent that 
the majority of the advanced cases (about 
72 per cent) fall within the first two groups. 
The moderately advanced cases have a ten 
dency, diminishing gradually on either side, 
to fall within the two middle groups (about 
50 per cent). The minimal cases correspond 
more closely to the last two groupings. 
These findings show that the speed of the 
sedimentation of erythrocytes follows close- 
ly the amount of pathologic lung involve- 
ment in tuberculosis. 


Upon closer analysis of the cases which 
apparently were not in accord with the 
physical examinations, the results were still 
more startling. For instance, in the far ad- 
vanced column there are two cases in group 
V, which are evidently a misfit. A review 
of the x-ray findings shows that they both 
belong to the fibroid type. One of them 
showed fibrous shadows from the third rib 
up on both sides, and the sputum was nega- 
tive. From an x-ray standpoint, therefore, 
this would be a moderately advanced case, 
thus agreeing with the blood sedimentation. 
The other, with a consistently negative spu- 
tum, does not give a typical history of tu- 
berculosis. The x-ray shows fibrous-like 
shadows throughout both lung fields, but 
most marked from the bases up. The case 
is being worked out in the laboratory from 
a diagnostic standpoint and, should it not 
prove to be a case of pulmonary tuberculo- 
sis, would be a point in favor of the diag- 
nostic importance of the test. 


Turning to the moderately advanced col- 
umn of the six cases belonging to group I, 
two show large cavities in the x-ray which 
were silent under physical examination. An- 
other showed marked tuberculous involve- 
ment of the larynx when examined later in 
the eye, ear, nose and throat section. In 
most of the other cases the x-ray checked 
uv closely with the physical findings. In 
those where there was a discrepancy, it was 
surprising to note how frequently these dif- 
ferences bring them more closely in accord 
with the blood sedimentation grouping. 
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- RELATION OF THE TEST TO THE ACTIVITY 
OF THE DISEASE 

It is the opinion of those who have writ- 
ten upon the subject that the rapidity of 
the sedimentation of the red blood cells is 
a test of the activity of the pulmonary le- 
sions. In order to prove that this was true 
in our cases, it was decided to try out a 
group with equal pathologic involvement, 
but differing pathological activity. When 
tuberculosis has passed the minimal stage 
of involvement it manifests itself in three 
types of lesions, viz: the proliferative, the 
exudative and the fibrous. The exudative 
type is the more active and has the most 
destructive tendency. Jt progresses, as a 
rule, to caseation and cavitation. On the 
other hand the fibrous lesion is a type of 
healing and therefore has a tendency to les- 
sen destruction and to quiescence. By care- 
ful examination of the x-ray films of mod- 
crately advanced cases, interpreting the 
shadows in terms of pathology, it is possible 
to see many cases in which one or the other 
of the three types of lesions predominates. 
In this way, from a number of cases which 
were classified as moderately advanced upon 
tre physical examination, a group of pre- 
doninantly exudative cases and predomi- 
nantly fibrous cases were picked out. In 
these two groups we knew beforehand that 
the exudative were much more active than 
the fibrous. A blood sedimentation test was 
taken on each member of these two groups 
to find out how closely it would show the 
active cases. The following table gives the 
results of the experiment: 








Table 3. 
Group I | II mm | w|i hw 
Exudative | “ 
Cases _ ee Se wee 3 . 9 0 
Fibrous | 
Cases 0: oO 0 3 tt % 





From the above table it will be seen that 
the exudative cases are mostly in the first 
three groups, while the fibrous types are in 
the last three. By this experiment, it was 
decided arbitrarily to call the line between 
groups III and IV, the dividing line of activ- 
ity. The first three groups produce the zone 
of marked activity; the last three that of 
lesser activity, with tendency to quiescence. 
The two hour mark was the dividing point 
in this scheme, but from other results, with 
this test, we find that the activity zone ex- 
tends into group IV also. In other words, 
there is no dividing line and the activity 
grades off into quiescence. However, it was 
convenient to have such a line of demarca- 
tion which would correspond to the point at 
which the patient would become sufficient- 
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ly well to be semi-ambulatory. It is also 
convenient in studying the results in the 
other sections of this paper. 

As another check upon the detection of 
activity by this test, all cases tested were 
compiled (see Table 4) according to their 
sputum examination of the corresponding 
month. A positive sputum was examined 
only once. A negative sputum was checked 
up. on five successive days before recording 
the results. 


Table 4. 





Kes Sputum positive ‘ Sputum negative. 


Number of tests 2 Number of tests. 


Far ad-| Moder- ’ Mini- Far ad-| Moder- |Mini- 


Group 





vanced | ately mal | vanced| ately | mal 

| ladvanc-| ladvanc-| 

| | ed | ed | 
J 51 | 7 0 0 0 | 0 
| aot @ 0 a) @3. 8 
lll 20 35 5 1 6 2 
Iv | 4 18 1 2 | 20 2 
Vv i 1 4 0 | wt 6 
VI | 0 5 0 2 2 | 10 
a a 6 7 63 | 20 


Total 





Among the sputum positive cases, 85 per 
cent are in groups I, II and III, the zone of 
activity previously referred to. On the other 
hand, almost 90 per cent of the sputum neg- 
ative cases are within the last three groups, 
showing little or no activity according to 
the sedimentation test. It can therefore be 
concluded that a positive sputum and a rap- 
id sedimentation time go hand in hand in 
indicating the activity of the pulmonary le- 
sions. This table also shows other interest- 
ing data. Eighty per cent of the far ad- 
vanced cases, with positive sputum, are in 
the first two groups (marked activity and 
tissue destruction) whereas five out of seven 
of this class, having negative sputum, are 
below the line of relative activity. In the 
moderately advanced column, 80 per cent of 
sputum positive cases are above this line, 
while 90 per cent of negative cases fall be- 
low it. The minimal cases also show corre- 
sponding groupings as to activity and non- 
activity in the sputum positive and sputum 
negative cases respectively. 

These facts were more clearly brought 
out in individual cases which had become 
sputum negative after having had a positive 
sputum or vice versa. Improvement in the 
pulmonary condition, which reflects itself in 
the sputum becoming negative, should also 
show itself in the blood sedimentation test 
if the latter has any value in predicting act- 
ivity. On the other hand some cases, upon 
retrogression, will show a positive sputum 
when it has previously been negative. We 
should expect this state of affairs also to 
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affect the sedimentation reaction of the pa- 
tient. It was surprising to note how closely 
the blood sedimentation checked with these 
sputum examinations which meant definite 
changes in pulmonary activity. 

As a check of the effect of the loss of 
weight upon the blood sedimentation, all pa- 
tients who were over 10 per cent under 
weight were compared with those wro were 
of normal weight or overweight at the time 
of the test . Patients who were less than 10 
per cent underweight were not counted on 
either side. Table 5 gives the results of this 
experiment. 











Table 5. 

Far advanced Moderately Minimal 

n Nn n 

a |Be2/db2 (ase dz ase | dbz 
O Ase i262 |S58 ASE BASE |ASB 
it? oe wee ee ee 
II 11 2 4 | 0 0; oO 
lll 4 4 8 9 1 2 
ABS Sime Bar | 10 2 0. 
V 0 0 2 8 3 4 
VI 0 oO 2 6 1 6 


It was found that those markedly under- 
weight had a relatively lower sedimentation 
time indicating a greater activity than those 
who were of normal or excessive weight. In 
the far advanced class it was found that the 
great majority are far underweight. How- 
ever, 66 per cent of those of normal weight 
or overweight, of the far advanced cases, be- 
long to a class of less activity, i. e., groups 
III and IV. In the moderately advanced 
class the dividing line, for convenience, was 
again placed at two hours (within the so- 
called activity point), and here 62 per cent 
of those underweight are in the active zone, 
while over 70 per cent of those of normal 
weight or overweight are in the less active 
groups. In the minimal class those under- 
weight approach the normal weight more 
closely; but even here those of normal 
weight and overweight were the more quies- 
cent, according to the test. The above is 
certainly a strong argument in favor of the 
erythrocyte sedimentation test as a valuable 
aid in the diagnosis of the degree of pul- 
monary activity. 

The tissue destruction effect and its ac- 
companying activity in large cavities is also 
shown by the blood sedimentation test. To 
make this test as fair as possible and not 
merely a repetition of some of the other 
tabulation already given, only far advanced 
cases were considered. Cases with definitely 
large cavities, as demonstrated by the x-ray 
film (as large as a fifty cent piece or larg- 
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er), were compared with far advanced cases 
without, or with only one very small cavity. 
The diagnosis was made by the physical 
examination and checked by the x-ray and, 
as usual, based upon the classification of 
the National Tuberculosis Association. 


Table 6. 


Definite cavitation | 





No cavities or only 
small cavities 




















I 29 4 
: te —_— oe 4 a we 
= 7 Se =e 
IV 1 | 3 

V 0 | 0 
‘VI 0 0 
Percent in | - 
a ITand 84% | 47 37% 

| 

Percent in | 
Group I 58% 23.68% 





From the above table it appears that far 
advanced cases with cavitation have rela- 
tively faster sedimentation reactions than 
those without marked cavity formation. This 
table also confirms the value of the test as 
a criterion of activity or tissue destruction. 

However, apart from the consideration of 
loss of weight, positive sputum, and cavity 
formation, there are other cases in which 
the red blood cell sedimentation test is an 
index of activity that is not demonstrated 
by clinical evidence. In patients apparently 
similar from the physical and x-ray examin- 
ation and other clinical findings, there may 
be a marked difference in the blood sedi- 
mentation time. Here also we take it to 
be a fact, just as in all tables previously 
given, that the case with the rapid sedi- 
mentation is the one with the most pul- 
monary activity, while the other has a more 
favorable outlook. These cases should be 
treated accordingly. 

RELATION OF THE TEST AS TO PROGNOSIS 

As a check upon the value of the test 
from a standpoint of prognosis, it was de- 
cided it would be necessary to examine first 
the list of discharges from this institution. 
These patients had been observed carefully 
while under treatment and were classified 
upon discharge according to the progress 
they had made. It was convenient to com- 
pare the erythrocyte sedimentation phenom- 
enon in the patients who had been discharg- 
ed as apparently arrested and improved, with 
those who were discharged as unimproved 
or who had died. Only cases which had been 
under treatment six months or more before 
discharge or death were included (a suffi- 
cient length of time to note any definite 
change in the patient’s condition). It must 
be noted that most of these cases were dis- 
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charged long before these statistics were 
compiled and that blood sedimentation re- 
sults were not taken into consideration at 
the time of discharge. 


Table 7. 

Group | I | | W| IVj Vv | VI- 
Discharged | me a 
improved or | | | | | 
apparently | | 
arrested | Bi eit £.i #1. 
Discharged a | 
unimproved | 

or died 11 7 ri aieais< 


Note how closely the prognosis can be 
made by sedimentation time. Here again 
the zone of activity, as divided by the two 
hour line, contains most of the cases which 
did not do well and none of those that did. 
Cases which are very active according to the 
red cell sedimentation have a poor progno- 
sis. (Patients are not discharged as arrest- 
ed from this hospital and the best they can 
obtain is an apparently arrested discharge. 
There are four apparently arrested cases in- 
cluded in the above table and each of these 
Lelonged to the minimal group VI.) 


In the study of prognosis, it is the indi- 
vidual cases that count. A few illustrative 
cases are therefore given to show how im- 
peztant this test has become in this hospi- 
ta'. First, a case is taken which will show 
how consistently the blood sedimentation re- 
action checks up the activity of a far ad- 
vanced progressive case over a long period 
of time. This case is only an example of a 
number of others giving the same result: 

F. L., age 23, male, white, height 6614 inches, 
weight 116 pounds, normal weight has been 135 
pounds. Admitted November 16, 1927. The physi- 
cal examination gave: right; infiltration through- 
out. Left; infiltration and fibrosis upper. The x- 
ray showed: right; moderate mottling with slight 
fibrosis fifth rib up. Multiple cavities between 
second and first rib. Left; moderate mottling fifth 
rib up and scattered to base. Annular shadow size 
of a lemon beneath the clavicle and annular shadow 
size of dollar at base (both definitely cavities). 
The erythrocyte sedimentation test taken on Nov- 
ember 30, 1927, was 25 minutes. The temperature 
was generally normal with occasional rises of two 
or three tenths (C), pulse was 110, expectoration 
profuse and contained tubercle bacilli. The case 
was stationary or slowly progressive, with weight 
fluctuation from 112 to 118 pounds and occasional- 
ly a few tenths of a degree of fever, with puise 
around 100 to 110 as highest; sputum remained 
positive. On July 20, 1928, the sedimentation time 
was 20 minutes, and on October 16, 1928, again 20 
minutes. This is a case of poor prognosis going 
slowly but steadily down grade in which the worst 
can be expected sooner or later. 

On the other hand not all far advanced 
patients, starting out under similar condi- 
tions, have such a bad prognosis, as is il- 
lustrated by the following case: 
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R. T., age 33, height 67% inches, weight 124 
pounds, with normal given as 132 pounds, was ad- 
mitted December 20, 1927, and diagnosed as far 
advanced. The physical examination: right; infil- 
tration upper part of upper and upper part of low- 
er, Left; infiltration throughout with cavitation 
upper part of upper. The x-ray shows: right; 
dense shadows, as of caseation, apex to second rib. 
Moderate amount of mottled and _ proliferative 
shadows second rib to base. Two small annular 
shadows between first and second rib (cavities). 
Left; dense shadow as of thickened pleura above 
third rib. Cavitation between third and first rib. 
Mottled and proliferative shadows scattered to 
base. Adhesions of diaphragm. The temperature 
was generally 37.2 to 37.3 (C), with pulse between 
95 and 130. There was slight clinical improvement 
in the general condition during the ten months in 
which the four sedimentation tests were taken. 
The physical examination remained about the same. 
On December 22, 1927, the blood sedimentation 
time was 30 minutes, weight 119 pounds, pulse 130. 
On July 17, 1928, after a prolonged rest in bed, 
the blood sedimentation time was 1% hours, weight 
124 pounds, pulse 100. On October 19, 1928, the 
blood sedimentation time 1% hours, weight 127 
pounds, pulse 95. The blood sedimentation test 
points to better prognosis in this case. 


A case showing marked improvement fol- 
lows: 


J. H., male, white, age 27, admitted October 31, 
1927, was classified as moderately advanced on 
physical examination. Normal weight 150 pounds, 
present weight 140 pounds, Physical examination: 
right; infiltration and fibrosis upper part of up- 
per. Left; infiltration upper and upper part of low- 
er. X-ray examination: right; network of fibrous- 
like shadows apex to fourth rib. Left; some mot- 
tling from fourth rib up with fibrous shadows 
above second rib. A large annular shadow at apex. 
The temperature was normal with pulse up to 100 
daily. Moderate amount of positve sputum. Blood 
sedimentation time November 3, 1927, was 45 min- 
utes, which was consistent with the above findings. 
Patient improved markedly under sanatorium rou- 
tine from the very first. Sputum gradually dimin- 
ishing became negative by the end of December, 
1927, and has remained negative. Weight grad- 
ually increased to 146 pounds and pulse remained 
below 80, with continuously normal temperature. In 
March, 1928, the blood sedimentation time had 
risen to six hours which is within normal limits. 
This has been the most phenomenal rise of any 
of our cases. As this was unexpected in such a 
case, another x-ray was taken in May. In compar- 
ison with the x-ray on admission it showed the an- 
nular shadow to be about half the original size 
and with very thick walls with a dense homogenous 
area below it. The patient continued to improve 
without any setback and in September he was not 
raising any sputum to speak of and an x-ray 
showed that the annular shadow had apparently 
shrunken out of sight with only radiopaque tissues 
in its place. The blood sedimentation time was 6 
hours plus and the weight 160 pounds. This is a 
marked improvement in lung condition which was 
faithfully depicted in the increased sedimentation 
time. 

To check another type: 

J. S., (this is one of the two cases in Table 2 far 
advanced group V), age 24 years, white, male, 
weight 1274s pounds, with normal at 132 pounds, 
height 64‘, inches; was diagnosed as a far ad- 
vanced case by physical examination alone, Right; 
infiltration throughout. Blood sedimentation time, 
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September 11, 1928, was four hours, meaning very 
little activity or not extensive pathology and a 
good prognosis. In checking up this case we find 
negative sputum. x-ray examination: right; few 
productive and fibrous shadows third rib up. Left; 
fibrous shadows third rib up. The blood sedimenta- 
tion results are confirmed by the laboratory -re- 
ports. 

Another of our original cases, of which 
we were skeptical: 

F. C., was admitted on July 31, 1927, and was 
undoubtedly a recent minimal case of tuberculosis, 
the physical examination detecting only a few fine 
rales in region of third dorsal spine on the left. 
The x-ray film showed no definite pathology. The 
blood sedimentation time on August 25, 1927, was 
one and one-half hours, which was too fast for this 
type. The sputum was at first negative and the 
diagnosis would have been doubtful had not the 
patient expectorated a little blood. Upon repeat- 
ed sputum examinations tubercle bacilli were found. 
In spite of absolute rest he did not do well; he had 
fever, frequently up to 37.6 (C), and pulse occa- 
sionally 120, during the months of August, Sep- 
tember and October. In November there were 
several profuse hemorrhages which necessitated 
artificial pneumothorax to check them. This was 
a very acute and very active case from the start 
just as the blood sedimentation indicated. 


It was also thought it would be of benefit 
to check those of our deaths who had had 
this test. There were thirteen patients (see 
Table 8) who died who had had sedimenta- 
tion tests from one to five months (averag- 
ing 53 days) before death. Five of these 
cases are not included in Table 7 as their 
stay in the hospital was less than six 
months. The sedimentation time in these 
cases varied from ten minutes to one hour 
with an average of 26 minutes, ten of the 
thirteen belonging to group I, and three to 
group II. Of the last three one died of peri- 
tonitis from a ruptured appendix; one from 
pulmonary hemorrhage; one from a spon- 
taneous pneumothorax. Without contribu- 
tive complications, we find all these cases in 
group I. This is the danger zone. There- 
fore, cases in group I have a bad prognosis 
and should certainly all be strictly bed pa- 
tients until nature is given a chance to re- 
cuperate her reparative forces, and the blood 
sedimentation time has risen beyond the 
line of activity, where we know that the tis- 
sue destruction is not very active. It is in 
group I that we can expect our deaths to 
occur. 


Table 8. 


Group I . | Group II 


Minutes | 5 | 10 | 15 | 20 | 25 | 30 | 40 | 50 | 60 
Deaths ey 3] 3] Si 8] 8} 2 





| Oo} 2| 
However, not all cases belonging in group 
I will end unfavorably. Under proper treat- 
ment some of these will gradually improve 
and their sedimentation time will rise to be- 
yond the line of marked activity. 
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This is clearly illustrated in the following 
case: 

J. B., age 33, weight 144 pounds, normal 155 
pounds, height 69% inches, admitted December 16, 
1927. He was classified as a far advanced case, 
both the physical and x-ray examinations showing 
extensive pathology with a cavity in the left lung. 
Temperature normal and pulse 110 at the height, 
during the 24 hours. The sputum was positive. 
Blood sedimentation time on December 22, 1927, 
was 25 minutes. On July 20, 1928, the sedimenta- 
tion time had risen to 1% hours, the weight was 
155 pounds, the pulse 100 ,with sputum still posi- 
tive. On October 16, 1928, the blood sedimentation 
time had risen to 3 hours; the weight was 166 
pounds, sputum positive and pulse 95. This was 
a steady improvement, checked up by the sediment- 
ation test. The prognosis in this case, although 
not very favorable on admission, is now rather 
good. The sedimentation time has risen beyond the 
line of marked activity and the case is progressing 
towards quiescence. 


THE TEST AS A GUIDE TO TREATMENT 

In the treatment of pulmonary tuberculo- 
sis it becomes necessary to decide when a 
patient has reached a stage of improvement, 
when exercise will be beneficial in his fur- 
ther treatment. In doubtful cases the only 
way to decide is to try them out. Any test 
which will help to tell us when the activity 
has definitely ceased is certainly welcome. 
After the sedimentation test had gradually 
risen in our estimation as an index of activ- 
ity, we began to use it as an aid in treat- 
ment. At first it was necessary to check up 
upon the patients who were already on exer- 
cise. Some of these were not doing so well 
and it was determined to take them off as 
soon as they had been tested. They were 
having fever, fast pulse or losing weight. 
The following table gives the results of this 
experiment, together with patients taken 
off exercise for reasons given above. 


Group | I | | W1)|IvVj| Vv Vi 


Total cases on exer- | 
cise when tested 
Exercise discontinu- | 
| 

| 


5 
ed, not doing well e; £/.21¢61 8 
Lt 2] | 


Remaining on exercise | 

Therefore, to start with, we had the blood 
sedimentation time of patients already on 
exercise showing that in 74.4 per cent it 
was above the 4 hour line, or in the quies- 
cent group, and that 50 per cent were in 
the normal group VI. However, there were 
three of these patients who had a sediment- 
ation time which indicated activity. Two of 
these will be taken off exercise as a precau- 
tionary measure until their sedimentation 
time rises above the two hour line. The oth- 
er, who had a sedimentation time of one 
hour, is apparently doing well. He has a 
pleural effusion, and has been on heliother- 
apy. As it is our experience that other cas- 
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es on heliotherapy have had a faster sedi- 
mentation time than was consistent with 
‘their involvement, he was taken off sun 
treatment and continued on exercise and an- 
other test will be run in three months to de- 
termine if heliotherapy was a factor in this 
case or not. We are convinced that the most 
useful aplication of the test as a guide to 
treatment will be in individual cases. In tu- 
berculosis, treatment should be individualiz- 
ed and it is in this field that we should get 
our best results. 


The following cases are illustrative: 


W. Me., age 44 years, white, male, admitted to 
this hospital September 3, i927, normal weight 
145 pounds, present weight 141 pounds. Diagnosis 
pulmonary tuberculosis, moderateiy advanced, phys- 
ical examination showing: right; fibrosis upper 
and tip of lower, thick pleura. Left; fibrosis upper 
part of upper. The x-ray showed: right, interlobar 
pleurisy and some fibrosis upper. Left; moderate 
mottling from second to fifth rib with a clear area, 
size of a walnut, which was suspicious of cavita- 
tion. The sputum was positive, The general con- 
dition was excellent, temperature normal, and pulse 
staying below 90. The sedimentation time on Sep- 
tember 8, 1927, was 25 minutes.) As little consid- 
eration was being given to the results of the test 
at that time, and as the patient was apparently 
progressing favorably, remaining free of fever, 
with a low pulse and no complaints and weight 
increasing, he was placed on the exercise list in 
November, 1927, and later given light work. On 
February 28, 1928, the sedimentation time was 
again taken, both to check up upon the patient’s 
condition and also as a check on the first test, 
which was regarded as abnormally low. Much to 
our surprise, especially as the weight was 145 
pounds, and there were no complaints and pulse 
and temperature were still normal, it was again 
25 minutes. The physical examination had not 
shown any apparent reactivation. The sputum had 
been positive since admission. It was not until 
April that the physical examination showed a few 
more rales and it was decided to take him off ex- 
ercise. An x-ray was taken in the beginning of 
May to check up the physical findings and showed: 
right; mottling apex to fourth rib with small cav- 
ity in apex. Left; mottling second to fifth rib 
with multiple cavities in this area. This is a case 
in which, in spite of the physical findings and gen- 
eral well being of the patient, the sedimentation 
time from the very first indicated a bad prognosis 
and much activity (tissue destruction). Two test 
warnings were disregarded to the detriment of the 
patient. When the patient was taken off exercise 
he disapproved and took his dsicharge. It has since 
been learned that he is now a bed patient in an- 
other Marine Hospital. 


W. F., age 37, normal weight 155 pounds, height 
70 inches, admitted September 3, 1927, and classi- 
fied as moderately advanced. His weight on ad- 
mission was 158 pounds. Examination showed: 
right; infiltration and fibrosis upper and upper 
part of lower. Left: fibrosis upper, The x-ray 
read: right; moderate amount of fine mottlings 
sixth rib up with some fibrous shadows first to 
fifth rib. The blood sedimentation time was 5% 


hours and the sputum negative, temperature nor- 
mal and highest pulse in 24 hours was 90. This 
was a favorable beginning. There seemed to be 
regular improvement under sanatorium treatment. 
In March the uplse was 80 at the highest, and the 
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weight 167 pounds, the sputum negative and the 
physical examination about the same. He was 
placed on exercise. On February 28, 1928, a blood 
sedimentation test showed four hours. This was 
a warning that the patient was not doing well, 
but it was disregarded as all other signs and 
symptoms seemed to indicate improvement. His 
sputum became positive in the latter part of April. 
However, the patient felt well and there was no 
temperature and the pulse was still 80 and his 
weight was 165 pounds. His exercise was gradual- 
ly increased and he was given light work. In June 
an x-ray was interpreted as showing slight clear- 
ing up of the pathology on both sides and the 
physical examination did not reveal any reactiva- 
tion. In September another routine sedimentation 
test showed one hour. At that time he had devel- 
oped a “cold” with increased expectoration and 0.2 
(C) rise in temperature in the afternoons. The 
blood sedimentation time, however, showed the 
“cold” was a reactivation of his tuberculosis. He 
was taken off exercise and has shown improve- 
ment since. The lesson taught in this case was 
that rest should have been enforced in February 
when the sedimentation time had shown a tendency 
to come down. An x-ray picture, taken in Sep- 
tember as a check, shows increased pathology, 

S. L., age 24, admitted September 20, 1927, was 
classified as a minimal case. The examination 
showed: right; fibrosis upper part of upper. Left; 
fibrosis upper part of upper. The x-ray confirmed 
the physical findings. The weight was 120 pounds, 
his highest weight having been 138 pounds.| His 
sputum was negative and he was afebrile with a 
pulse of 90 as highest during the 24 hours. Blood 
sedimentation time was 4% hours. After careful 
consideration he was placed on exercise in January, 
1928. He did fairly well and showed no symptoms 
of activity, pulse and temperature normal, and 
weight increased to 123 pounds in February. At 
that time another blood sedimentation test was 
made and showed the time to be 2 hours. This 
lowering of blood sedimentation time was the first 
indication of activity in this case. Temperature 
normal, pulse 90, weight same, physical examina- 
tion same. He was taken off exercise but was 
treated as a semi-ambulatory patient. In March 
the weight had dropped to 118 pounds and the 
sputum had become positive. An x-ray examina- 
tion, in September, 1928, showed an increase in 
pathology in both lungs. September 25, 1928, the 
blood sedimentation time was 1% hours and the 
sputum was still positive. The weight was still 
118 pounds. He was put at rest and is now a sta- 
tionary case and the sputum has become negative 
again. From now on he should progress favorably 
and we expect his blood sedimentation time to 
rise again, In this case by heeding the warning 
of the sedimentation test a severe breakdown was 
possibly avoided. 


CONCLUSIONS 


1. The red blood cell sedimentation test 
is a measure of tissue destruction. 

2. Sedimentation velocity in pulmonary 
tuberculosis is proportional to the anatomi- 
cal involvement; being most marked in far 
advanced and least so in minimal cases. 

3. As an index of activity it is more 
rapid in cases with positive sputum, loss of 
weight, high pulse and temperature and in 
activity cases than vice versa. Using the 
Linzenmeier technic a dividing line can be 
drawn between groups III and IV which will 
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separate very active from less active and 
quiescent cases. 

4. In fibroid types of pulmonary tuber- 
culosis the sedimentation time approaches 
the normal. In the exudative types it is of- 
ten very fast. 

5. A persistently rapid sedimentation re- 
action in pulmonary tuberculosis indicates 
poor prognosis. Especially so if it is con- 
stantly below 30 minutes. 

6. All patients subjected to this test, who 
have died of pulmonary tuberculosis in this 
hospital, had a red blood sedimentation time 
of one hour or less. Over 75 per cent of 
these cases had a sedimentation time which 
was within the first 30 minutes (group I). 
The latter is therefore within the danger 
zone. Patients who are in this group should 
be strictly bed patients until their sediment- 
ation time has risen beyond the markedly 
active line (two hours) as described in this 
paper. 

7. A falling sedimentation rate is a dan- 
ger signal and it often reveals renewed act- 
ivity long before such symptoms as fatigue, 
loss of weight, acceleration of pulse, rise of 
temperature, increased expectoration, or 
changes in physical and x-ray examinations, 
do so. 

8. In prescribing exercise the blood sedi- 
mentation rate is an important factor to 
consider. Repeated tests will give due warn- 
ing in those who are not doing well on exer- 
cise. Cases doing well on exercise should 
give figures approaching normal. 
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HISTORICAL SURVEY OF INFLUENZA 
CHESTER AWE, M. D., 
El Paso, Texas 

(Read before the El Paso County Medical Soci- 
ety, as part of a symposium on influenza, at regu- 
lar meeting of Jan. 14, 1929.) 

According to medical historians, the first 
recognizable influenza epidemic occurred in 
western Europe in 1173 A. D. There is lit- 
tle doubt, however, that this disease ranks 
with smallpox, plague, and cholera as an 
important cause of pestilence in earlier his- 
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torical periods. The second known epidemic 
appeared in 1323 and was followed by mild- 


er waves in 1328 and 1358. In a description - 


of this latter epidemic, an Italian, Buenin- 
segni, refers to una influenza di freddo (an 
influence of cold), thereby giving to the 
disease its present name . 


In the fifteenth century four epidemics 
are described. Due to the increase in trade 
and communication between nations, the 
areas involved became more widespread and 
in the sixteenth century, three great pan- 
demics swept across Europe, western Asia 
and northren Africa. The pandemic of 1580 
is considered one of the severest in history. 
Four great pandemics and several smaller 
waves occurred in the following century. 


Due to the scarcity of medical literature 
and the failure to recognize the similarity 
between the recurring visitations of the 
disease, many names were given it. In Eng- 
land it was at first known as “mure,” later 
as the “new acquayntance,” “the new dis- 
ease,” and “the new ague.” In France it was 
for years confused with whooping cough. 
In 1743, Sir John Pringle, Surgeon General 
of the English Army, in a medical treatise, 
introduced the Italian term “Influenza” and 
this soon became the popular name for the 
condition in England. About the same time 
French physicians gave it the name La 
Grippe from the verb “agripper” (to seize). 
Noah Webster states that influenza first 
appeared in America in 1647. 


From the beginning of the nineteenth cen- 
tury there has been little freedom from the 
disease, and medical literature is filled with 
innumerable descriptions of it. In America, 
influenza has assumed epidemic proportions 
in almost every decade. Three great pan- 
demics occurred in the last century. The 
third wave, that of 1889-1890 began in cen- 
tral Asia in May, 1889, and within three 
months had involved Europe and America. 
During this wave Pfeiffer pointed out the 
relationship of the germ which now bears 
his name (the Pfeiffer bacillus) ,to influ- 
enza. 


Medical history teaches us that we may 
expect the disease to assume epidemic pro- 
portions almost every decade and to become 
more widespread about every twenty five 
years. The mortality has always varied with 
the severity of complications, bronchitis and 
pneumonia being of chief importance. The 
1918 pandemic began in Siberia and spread 
rapidly westward. Because of the virulence 
of the disease in Spain, it was popularly 
known as “Spanish flu,” but subsequent 
study of the pandemic showed that this. as 
previous waves, began in the far East. 
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BACTERIOLOGY AND PATHOLOGY OF 
INFLUENZA 
GEO. TURNER, M. D., 
El Paso, Texas 


(Read before the El Paso County Medical Soci- 
ety, on Jan, 14, 1929, as part of a symposium on 
influenza. ) 

The cause of influenza is unknown. Pfeif- 
fer, in studying the bronchial secretions and 
lung exudates from cases of influenza, dis- 
covered a small gram negative bacillus 
which he believed to be the cause of influ- 
enza and which took the name of “bacillus 
of influenza.” This is no longer believed to 
be true by bacteriologists studying the dis- 
ease through recent epidemics, and conse- 
quently a better name for the organism is 
the bacillus of Pfeiffer. The role of this or- 
ganism in the conditions that follow influ- 
enza is important but so far as the cause of 
the disease is concerned, it must take its 
place among the secondary infections that 
constitute the sequellae. Other organisms 
that are most frequently found to cause sec- 
ondary infections are the pneumococcus, 
streptococcus hemolyticus, staphylococcus 
aureus, and Friedlander’s bacillus. These or- 
ganisms are practically always present in 
the normal mouth and upper respiratory 
passages. Consequently, it is an easy mat- 
ter for one or more of them to cause sec- 
ondary infection in the lungs when once the 
patient’s resistance is sufficiently lowered. 


There have been various theories about 
the cause of influenza by a filterable virus, 
but so far no proof to this effect has been 
convincing. The method of transmission of 
the disease is as much of a mystery as the 
cause. During the 1918 epidemic, healthy, 
unexposed, young individuals volunteered 
for experimentation as to the possible mode 
of transmission. I know of ten of these in- 
dividuals whose throats were sprayed with 
living virulent cultures of bacillus of Pfeif- 
fer. None of these men develeped influ- 
enza. Their throats were then sprayed with 
blood stained fluid taken from the lungs of 
an influenza pneumonia case shortly after 
death. Again, none of the men developed 
influenza. They were then dismissed from 
experimentation and about three weeks af- 
ter they were dismissed one of the men de- 
veloped influenza and recovered without de- 
veloping pneumonia after running a rather 
typical course. It seems incredible that the 
disease would be transmitted by other than 
human contact, altho there are several rec- 
ords of epidemics occurring on ships that 
did not land but passed near the coast of 
countries having an epidemic of influenza. 


Regarding the immunity, it seems that 
having an attack does not protect against 








113 


further infections but there is apparently a 
lessened susceptibiliay which lasts for about 
three years. Since the cause is unknown, 
there is naturally no protective vaccine. The 
sort of bacterial infection associated with 
pneumonia following influenza seems to be 
influenced by the prevalence of organisms 
present in the different localities. During the 
1918 epidemic, the organism most constantly 
found in the lung tissue, blood stream, etc., 
along the Atlantic seaboard was the pneu- 
mococcus. Thru the middle west, the or- 
ganism most constantly found was strep. 
hem. Along the Pacific coast the bacillus 
of Pfeiffer was found with a greater regu- 
larity than in any other part of the United 
States. I will read here a report of a bac- 
teriologic study of a group of selected influ- 
enza cases at Camp Dix, N. J., in October, 
1918. 


“Twenty-eight specimens of sputum were exam- 
ined from selected cases. A request was made to 
the surgeons in charge of wards where the typi- 
cal influenza cases were being admitted to col- 
lect specimens from the clinically characteristic 
cases. The sputa were sent to the laboratory in 
clean, sterile petri dishes. About fifty per cent 
of the number of specimens received were thick, 
light green in color, and slightly tenacious, but 
not distinctly mucoid. The remaining fifty per cent 
were of varying consistency and color, ranging 
from a thick, tenacious, grayish-white, mucopuru- 
lent, through a very tenacious distinctly mucoid, 
containing white, solid, cheesy-like masses to a 
dark rusty-brown color and mucopurulent in char- 
acter. 


Three things were done to the sputa in the lab- 
oratory. Two smears were made from each speci- 
men by placing a selected portion on a glass slide, 
then crushing and smearing with another slide. 
Plantings were made on blood agar plates and one- 
half to one c.c. of a selected and washed portion 
was injected into the peritoneal cavity of a mouse, 
from each case. One of the smears was stained 
by Gram’s method and the other with aqueous car- 
bol fuchsin in the presence of heat for five min- 
utes. Where the B. influenza was found it was 
more definitely demonstrated by the fuchsin than 
the Gram stain because it takes the ordinary Gram 
counterstain very faintly. It was found, however, 
that it is altogether possible to counter-stain long 
enough to bring out the B. influenza and yet not 
overstain any Gram positive organisms. In doing 
this due consideration must be taken of the 
strength of the counterstain. When this was dis- 
covered the fuchsin stain was discontinued in or- 
der to differentiate Gram positive and Gram nega- 
tive organisms. Bacillus influenzae was found in 
greater or less numbers in each case. Capsules in 
small numbers were demonstrated in 30 per cent 
of the cases. Steptococci in short chains were found 
in approximately 25 per cent, Staphylococci, hay 
bacilli and micrococcus catarrhalis were found in 
varying numbers in several of the cases. 

The blood agar plates were prepared by mixing 
2 c.c. of blood drawn under sterile conditions from 
a healthy individual with 8 ec. of neutral plain 
agar melted and cooled below 60°C. and poured 
into sterile petri dishes. Some of the plates were 
made from blood drawn from patients suffering 
from the epidemic disease; others were plates from 
sterile blood cultures of like patients. At the end 
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of twenty-four hours on only two of the twenty- 
eight plates were positive cultures of B. influenza. 
Three of the plates were over-grown with hay bac- 
illi, strains of the proteus group, micrococcus cat- 
arrhalis, etc., and lost. The plates were incubated 
twenty-four hours longer and another set of 
smears prepared. Each plate was examined close- 
ly with a hand lens and smears made from minute, 
ciear, dew-drop appearing colonies on the sur- 
face of the media, often very close to large colonies 
of other organisms. B. influenza was demonstrat- 
ed in 18 per cent of the plates; hemolytic strepto- 
cocci were found in 32 per cent. Gram positive 
diplococci in 79 per cent; a bacillus larger than 
B. influenza decolorized by Gram’s method but tak- 
counter-stain much more readily was 
found in 28 per cent. Six of the 28 plates were 
over-grown with hay bacilli, proteus vulgaris, 
staphylococci, various molds and micrococcus cat- 
arrhalis at the end of 48 hours. 


Mouse autopsies were performed at the end of 
twelve to sixteen hours from the time of injection. 
Most of the mice were dead at the end of that 
time, others were tapped, smears made and in the 
presence of a large number of organisms the 
mouse was killed, Two smears were made from 
the peritoneal exudate and heart’s blood of each 
mouse. A Gram stain was done on one and a 
Hiss capsule stain on the other. B. influenza was 
definitely demonstrated in 9 of the 28 cases in 
the peritoneal exudate. It was never found in the 
heart’s blood. A Gram positive diplococcus was 
found in each peritoneal exudate in varying num- 
bers. It was found in 22 of the 28 cases in the 
heart’s blood. Capsules were demonstrated in five 
of the 28 peritoneal exudate smears. Agglutination, 
precipitin and bile solubility tests were run on each 
exudate. All were bile soluble but two. All typings 
were negative except one and it was a sub-group 
of type II. Due, perhaps, to the thickness and 
heavy staining of mucus in smears and the preva- 
lence of other bacili, Gram negative but larger 
than B influenza an examiner will question the 
presence of B. influenza in a direct smear from spu- 
tum but when the same sputum is run through a 
mouse B, influenza is unquestionably demonstrated 


- 


ni a ratio of 3 to 7. 


ing the 


B. influenza demonstrated definitely in 25 per 
cent of the cases adjudged by the ward surgeons 
to be typical B. influenza can be definitely dem- 
onstrated at mouse autopsy after its presence had 
been questioned by examination of direct smear.. 


It is demonstrated less frequently from a blood- 


agar culture than from a direct smear.” 


During the month of February, 1919, at 
Fort Bliss, a series of autopsies on broncho 
pneumonia cases revealed almost invariably 
the presence of hemolytic streptococci. The 
inference was made from this that if cul- 
tures were made from the nose and throat 
of contacts, and those found to be carriers 
of hemolytic streptococci isolated, the inci- 
dence of broncho-pneumonia would likely be 
lessened. Blood agar plate cultures were 
made as rapidly as possible on the nose and 
throat of each man stationed at Fort Bliss 
at that time. There were about seven thou- 
sand cultures. The individuals from whom 
positive cultures were obtained, were isolat- 
ed and treated by the eye, ear, nose and 
throat service. Check cultures were made 
to make sure the carriers no longer existed. 
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A chart showing the incidence of pneu- 
monia before and after this work was done 
was prepared and showed a very marked 
decrease in the incidence of pneumonia after 
the first two weeks of the work. 


The pathologic change occurring from 
influenza infection itself is very little. Al- 
tho it is characterized by extreme prostra- 
tion, high temperature and leukopenia, it 
leaves no damage to any of the body struc- 
tures.| In this respect, it is like the exanthe- 
matic diseases, such as measles and scarlet 
fever. Again, like these conditions, it is not 
the disease itself that produces death but 
the sequellae. The extreme toxicity of the 
disease seems greatly to lessen the hypo- 
thetical feature in human physiology which 
we call resistance, and it is the secondary 
infections that follow closely upon influ- 
enza that bring about the pathologic chang- 
es. Secondary infection may follow in prac- 
tically any part of the body. The most fre- 
quent of such infections occur in the lungs 
with resulting pneumonia. The accessory si- 
nuses, meninges, heart muscle, and intesti- 
nal tract are also rather frequent areas of 
secondary infection. 


The pneumonia that follows influenza is 
characterized by the sort of secondary in- 
fection that produces it. The pneumococcus 
and the streptococcus hemolyticus produce 
a very similar type of lung picture. In eith- 
er case the cut surface of the lung is very 
moist and exudes a considerable amount of 
blood stained fluid. The affected lung lobes 
are usually solid throughout from a conflu- 
ence of lobular consolidation. The separate 
lobules are distinguished on the cut surface 
as round elevated areas. Microscopic study 
shows the respiratory epithelium to be de- 
stroyed and the air sacs filled with fluid, 
red blood cells, and leucocytes. The lining 
membranes of the bronchi and even the tra- 
chea are for the most part destroved. The 
exudate found in the lungs from Friedland- 
er’s bacillus is viscid and glutenous. These 
lungs are of course not so fluid as those 
from pneumococcus or streptococcus. The 
viscid substance can be expressed from the 
cut surface of the lung. This type of infec- 
tion is not so frequent as either of the oth- 
ers or of the Pfeiffer bacillus. The path- 
ology caused by the Pfeiffer bacillus is it- 
self characteristic. The organisms are pres- 
ent in the trachea and bronchi and it is in 
the interstitial tissue around the small bron- 
chi that greatest damage occurs. This in- 
terstitial infiltration is partly scar tissue 
and wandering plasma cells. The infiltra- 
tion is so general that clinically the case 
may show a completely consolidated lung. 
At autopsy the lung is so stiffened from 
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the interstitial infiltration, that sectioning 
reminds one of cutting through a stiffened 
sponge. The air sacs remain open and the 
lung is quite dry. This is the type of path- 
ology that has been present at every autopsy 
I have had occasion to do during the pres- 
ent epidemic but was not seen at all during 
the extremely fatal epidemic of 1918. 

Other findings associated with influenza 
pneumonia are in a measure influenced by 
the type of infection. In the very moist 
type, the lungs are apt to be filled with 
fluid to such an extent that the lung rup- 
tures with extravasation of air through the 
mediastinal space, to be accumulated beneath 
the skin of the neck, head, chest and even 
the abdomen. This is never present in the 
dry form. Other associated findings are 
extension of infection itself through the 
blood stream, and toxic degenerations. In 
the 1918 epidemic it was not uncommon to 
find hyaline degenerations of muscle tissue, 
particularly the recti muscles. When this 
cecurred, there was a separation of the mus- 
cle fibres with hemorrhage into the space. 
Infection of the clot occurred which finally 
reduced the muscle sheath into an abscess 
pocket. Various degrees of this condition 
were frequently found. Toxic nephritis, 
acute dilatation of the heart, toxic changes 
in the liver, toxic spleen, etc., are changes 
practically always found. Accessory sinus 
and ear infections are frequent, meningitis 
occasionally. 

Recently, I had occasion to autopsy a 
case, the lungs of which showed a bilateral 
dry type of pneumonia above described as 
caused by the Pfeiffer bacillus. There was 
a small amount of light green, rather tena- 
cious pus in the right pleural space. There 
was also a plastic exudate together with a 
small amount of this same pus covering the 
lower bowel. There was also a meningitis 
with a moderate amount of pus accumula- 
tion generally over the brain and a rather 
large amount around the base. The bacillus 
of Pfeiffer was demonstrated in the pus ob- 
tained from the brain, the right pleural 
space and the peritoneum. This was a case 
of pneumonia caused by the Pfeiffer bacil- 
lus with blood stream extension to the men- 
inges and peritoneum. The empyema may 
have been formed through extension. 





CLINICAL DISCUSSION AND TREAT- 
MENT OF INFLUENZA 


G. WERLEY, M. D., 
El Paso, Texas 


(Read before the El Paso County Medical Soci- 
ety, at El Paso, Tex., on Jan. 14, 1929, as part of 
a symposium on influenza.) 

The present epidemic of influenza is wide- 
spread, but of a comparatively mild type. 
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We all remember, only too well, the terrible 
epidemic of 1918 with its midnight funerals 
and the dead piled up in undertakers’ estab- 
lishments like cord wood, on account of the 
inability to obtain coffins. I am sure, we 
all felt our helplessness to cope with that 
epidemic. 

The diagnosis of the influenza is general- 
ly quite easy. During an epidemic, very few 
cases are missed, but many other slight ail- 
ments are apt to be called influenza. In 1918 
there were three symptoms noted in prac- 
tically every patient; (1) the white coating 
of the tongue with redness of the pharynx; 
(2) an irritating painful cough due to tra- 
cheitis; (3) pain especially in the small of 
the back. Cyanosis was also a prominent fea- 
ture in many cases. 


Uncomplicated influenza is a comparative- 
ly benign disease. The most common com- 
plication are: sinusitis, pneumonia, and in- 
testinal disturbances. The pneumonia is apt 
to be overlooked if we depend upon the usual 
signs of lobar pneumonia. Bronchial breath- 
ing, bronchophony and increased vocal fre- 
mitus are seldom found. Very light percus- 
sion or direct finger percussion will gener- 
ally elicit slight dullness over the affected 
area. The breath sounds are feeble and 
lacking in the normal vesicular sounds. On 
ordinary breathing no rales may be pres- 
ent, but after coughing there will be show- 
ers of rales in the pneumonic area. The 
chief pathological lesion is an inflammatory 
edema. 

Death is produced in two principal ways: 
(1) by the excessive edema of the lungs 
and filling of the bronchial tubes with fluid; 
the patient practically drowns in his own 
fluid. (2) Circulatory paralysis: this is 
not brought about by heart failure, but is 
due to intoxication of the sympathetic ner- 
vous system, and vasomotor paralysis, re- 
sulting in stasis of the blood in the skin and 
lungs, liver and other organs. On this ac- 
count the heart is unable to make the blood 
go round. The cyanosis is not due to the 
inability of the blood to carry oxygen, but 
is due to the capillary stasis. 

There are certain principles of treatment 
upon which we are all agreed. The first is 
rest. This should be early and absolute. In 
severe cases the patient should not be dis- 
turbed even for bathing. Abundant water 
is generally indicated. The addition of an 
alkali may be beneficial, though lemonade, 
orangeade and other fruit juices may be 
used in alkalinizing the blood. It does not 
seem reasonable in certain patients who are 
already edematous and who are drowning 
in their own fluid to add more water. Cer- 
tainly normal salt solution is contra indi- 
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cated. These patients need an abundance of 
fresh air but the room should be kept warm 
because broncho-pneumonia generally does 
badly on cold, either cold air or cold bath- 
ings. In this respect, influenza is strikingly 
like measles. a 

As to feeding: that food is best which 
will give the most energy, at the same time 
taxing the digestive and eliminating organs 
as little as possible. Hence sugar, syrups, 
canned fruits, preserves, cream, butter and 
easily digested cereals are indicated. In my 
own practice, I much prefer enemas to pur- 
gation. The most useful drugs are digitalis, 
atropin, strychnin, adrenalin and calcium. 
They must be used according to indications. 
Adrenalin, I believe to be very useful, be- 
cause it is the natural stimulant to the sym- 
pathetic nervous system. It is especially in- 
dicated where there is asthmatic breath- 
ing, but its use should not be confined to 
such cases. On account of its effect being 
of short duration, it should be given every 
hour and sometimes oftener. Five or six 
minim doses are generally sufficient by 
hypodermic. With children it may be ad- 
ministered by dropping in the nose or under 
the tongue. 

There are very good theoretical reasons 
for using calcium in certain cases. The dose 
should be fifteen grains of lactate or chlo- 
ride in hot water on an empty stomach every 
three or four hours. The cases that will be 
helped are those with edema. Calcium is a 
diuretic; it also decreases the permeability 
of cell membranes. That is why it is useful 
in certain types of hemorrhages and why 
it should be useful where fluid is being 
poured out into the bronchi. It may be used 
intravenously. The intravenous use of glu- 
cose is undoubtedly beneficial at times. It 
is said that digitalis intravenously in com- 
bination with glucose is much more effec- 
tive than when given alone. 

However, when all is said and done, every 
physician who is self critical and sees things 
as they actually are, cannot help feeling 
keenly disappointed with our lack of re- 
sources in complications of this terrible dis- 
ease. 





NASAL ACCESSORY SINUSES IN 
INFLUENZA 
STEPHEN A, SCHUSTER, M. D., 


and 
FRANKLIN P. SCHUSTER, M. D. 
El Paso, Texas 

(Read before the El Paso County Medical Soci- 
ety, El Paso, Texas, on Jan. 14, 1929, as part of a 
symposium on influenza, ) 

“Influenza” is a disease of undetermined 
definite etiology which is sporadic, epidemic 
and periodically pandemic, causing prostra- 








SOUTHWESTERN MEDICINE 





tion, fever, and almost always, inflamma- 
tion of the respiratory mucous membranes. 
In other words, “influenza” may be defined 
primarily as a disease of the respiratory epi- 
thelium. Inflammation and suppuration of 
the nasal sinuses may arise, of course, with 
many acute infections but there is no single 
etiological factor that so predisposes to acute 
sinusitis as does “influenza.” There is no 
doubt that an actual increase in the num- 
ber of purulent sinus cases is due to the 
greater frequency and prevalence of the in- 
fluenzal epidemics. The amount of sinus 
complications varies materially with the dif- 
ferent epidemics. 

In 1890 Weichselbaum found suppuration 
present in a large number of post-mortem 
examinations of influenzal cases. During 
the epidemic in 1918, the prevalence of sinus 
involvement was not only great but it varied 
also in the different localities, being much 
worse in the east than in the west. In that 
year it seemed that the course of the epi- 
demic in general was from east to west, and 
contrary to our present epidemic which 
seems to be progressing from west to east. 

The symptomatology of influenzal sinusi- 
tis does not materially differ from sinusitis 
caused by other infective agents, except in 
the general picture of the disease. There are 
a few nasal findings that may be considered 
in a way, pathognomic of influenza and 
these are to be found mainly in the patho- 
logical findings. The entire symptomatic 
picture may be best divided into local and 
general symptoms and symptoms caused by 
the complications. Again the findings de- 
pend on the patency of the ostia and the 
general physical condition of the air cham- 
bers. The picture again differs, depending 
on the existence of a previous chronic si- 
nusitis or whether there is a pre-existing 
vasomotor or anaphylactic condition of the 
mucous membrane. The latter condition is 
quite prevalent here, in the form of hay fe- 
ver. The influenzal infection, planted on a 
mucous membrane of this character, again 
gives you special nasal findings. 

Of the local symptoms, perhaps headache 
is the outstanding one. These pains may be 
of two characters, one neuralgia-like, and 
the other known as sinus wall pains. In the 
acute stage these pains are localized to the 
region of the special sinus involved, in con- 
tra-distinction to the chronic type of si- 
nusitis in which for the most part, we will 
have the pain diffuse in character. 

The second outstandnig symptom is secre- 
tion. The discharge may be muco-purulent 
or purulent and at times fetid. The amount 
of secretion fluctuates enormously accord- 
ing to the stage and intensity of the inflam- 
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mation, and also depending on the sinus in- 
volved. 

Other local symptoms are less important. 
They ar eanosmia, nasal obstruction and cer- 
tain gastric disturbances which are due to 
the abnormal irritability of the pharynx 
caused by the post-nasal discharge. 

The general symptoms of the disease I 
will just mention as they will be brought up 
in some of the other papers. They are, fe- 
ver, prostration, gastro-intestinal disturb- 
ances and symptoms of the complications 
of bronchial pneumonia, etc. 


If one looks into the nose in the acute 
stage of influenzal rhinitis and _ sinusitis, 
one finds the membranes very much swol- 
len, dry, and very much congested. There 
is a cyanotic and congested appearance of 
the mucous membrane which some authors 
consider more pronounced in influenzal types 
cf infection than in any other. It is for this 
reason that epistaxis is such a common 
symptom of influenza, much more so than 
in the case of typhoid fever. 

The exception to the rule is that if we 
have an influenzal infection superimposed 
on a hay fever mucous membrane, the early 
symptoms are very prone to be those of 
hay fever; namely, a pallid waterlogged mu- 
cous membrane, together with nasal ob- 
struction, sneezing, etc. As in the vasomo- 
tor rhinitis of measles, we find a conjunc- 
tivitis in about forty per cent of influenzal 
rhinitis cases. If the rhinitis has been estab- 
lished, the secretion becomes more muco- 
purulent, and in the later stages the secre- 
tion is apt to be very scanty, viscid and with 
much scab formation. 

In the early stage, the inspection of the 
sinuses with transillumination and direct ex- 
amination of the cavity with a scope and by 
x-ray, discloses the cavity to be completely 
filled with a very edematous and congested 
mucous membrane which almost obliterates 
the cavity. 

Seeing the case at this stage and having 
the clinical symptoms as described, together 
with an x-ray showing four-plus cloudy for 
the antrum, a puncture and probing will re- 
veal a boggy inflamed mucous membrane 
which one cannot irrigate as the swollen 
mucosa obstructs the ostia. In a few days 
the mucous membrane lining of the cavity 
begins to secrete, the congestion is somewhat 
diminished, and, if the ostia are not ob- 
structed, we find a profuse flow of muco- 
purulent secretion. This stage remains un- 
til the general symptoms of the disease 
diminish and the condition finally resolves 
itself. 

We are inclined to think that no true case 
of influenza exists without a sinus involve- 
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ment of some degree. In fact, we feel that 
headache, which is such a prominent symp- 
tom, is not so much from the general infec- 
tion as from a congestion in the sinuses. 


As to the pathology, it is characterized by 
such changes as are usually associated with 
inflammation of mucous membranes. These 
vary with the severity of the infection and 
are modified according to the patency or 
occlusion of the orifices of the cavity. In 
the acute stage the mucosa becomes congest- 
ed, infiltrated with round cells, and swollen, 
while a serous exudation is poured out, con- 
stituting an acute catarrh of the membrane. 
The round cell infiltration, already referred 
to, may be followed by formation of new fi- 
brous tissue causing a thickening of the 
membrane. The mucous glands are, to a 
large extent, destroyed while cysts varying 
in size are formed by dilatation of the gland 
ducts, or even of the acini themselves. ‘The 
mucous membrane frequently presents an 
enormous gelatinous appearance, and not in- 
frequently this condition is associated with 
the presence of numerous soft polypoid-like 
processes, which vary considerably in size 
and number and may even fill up the in- 
terior of the cavity, as is usually the case 
in influenza. 

As for the treatment, we are in accord 
with the observations of many reliable au- 
thors, that, without doubt, the majority of 
acute accessory sinus inflammations tend 
to undergo spontaneous healing. Of course, 
this varies in the different epidemics and it 
has been our observation in this recent one 
that sinuses tend to heal without surgical 
interference. 


As in all sinus conditions the two essen- 
tials in the healing are ample drainage and 
ventilation. This, of course, is to be accom- 
plished in the simplest ways. In the acute 
stage surgical interference even of the mild- 
est form, is distinctly contra-indicated. In 
the sub-acute stage where there is ample 
room for drainage, the only treatment nec- 
essary is to maintain the patency of the pas- 
sages. If, after two weeks following disap- 
pearance of the acute general symptoms, 
there is still some discharge, we resort to 
surgical interference, establsihing such drain- 
age and ventilation as is required. This 
may be only a sinus puncture and lavage, 
or may assume the nature of a radical sinus 
procedure. 


We would like to sound a note of warning 
where puncture and irrigation of the antra, 
are indicated, that very little force be used 
in the irrigating, as violation of this rule is 
particularly prone to infect the ethmoid and 
the frontal sinuses. 

In conclusion, the salient points are these: 
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(1) Influenza is a disease of the respiratory 
epithelium particularly that of the upper 
respiratory tract. (2) The frequency of in- 
fluenzal sinusitis varies with the different 
epidemics. (3) The symptomatology does 
not differ a great deal from the sinusitis 
seen in the other respiratory infections ex- 
cept perhaps the peculiar cyanosis of the 
mucous membrane seen in the early stage 
of influenza] rhinitis and sinusitis with its 
concomitant epistaxis. (4) The treatment 
of influenza] sinusitis in the early stages 
must be conservative in the establishment 
of drainage and ventilation as the majority 
resolve themselves. In the sub-acute and 
chronic stages the usual surgical procedures 
must be resorted to if the condition does not 
clear in a few weeks after the subsidence 
of the general symptoms. 

Prophylactic treatment we feel is of no 
avail and we particularly advise against 
such practices as lavages of the nose and 
instillation of antiseptics . 

Finally,. although we are dealing with a 
local infection starting in the upper respir- 
atory tract, the treatment must be symp- 
tomatic until such time as a bacteriological 
cause of these dreaded pandemics can be de- 
termined. 





SIMULTANEOUS PERFORATION OF 
MULTIPLE TUBERCULOUS UL- 
CERS OF INTESTINES 
CASE REPORT WITH COMMENTS 


E. W. PHILLIPS, M. D. 
E. PAYNE PALMER, M. D. 


Phoenix, Ariz. 


(Discussion before the December meeting of the 
Staff of St. Joseph’s Hospital, Phoenix, Arizona) 


The patient was a white woman 35 years old, 
married 15 years and never pregnant. So far as 
is known her family is free from tuberculosis, and 
she has never been closely exposed to a person 
having that disease. She had never been robust, 
though she recalled no illness of consequence. 


Her disease first manifested itself as a dry 
pleurisy, on the right side, in February, 1928. Her 
constitutional symptoms with this were marked 
and persistent, and tuberculosis was_ suspected. 
She improved after a period of rest at home, and 
gradually resumed her usual mode of life. During 
the early summer she began to have diarrhea, 
with cramps, occasional vomiting, and irregular 
fever. She went to a hospital, where a roentgeno- 
logic study showed tuberculosis of the lungs and 
also of the proximal colon. 

She was sent to a farm in Ohio, where she rest- 
ed and took sunbaths, working up to a total ex- 
posure of 90 minutes. The severity of her symp- 
toms abated, and she regained part of the 15 
pounds she had lost. About the first of Septem- 
ber her heliotherapy was interrupted by bad weath- 
er. Within two weeks her cramps and diarrhea 
recurred, her fever was higher, and she began 
for the first time to cough and expectorate. A 
month later she came to Arizona, and entered St. 
Luke’s on October 22, 1928. 

On admission she was about 20 pounds below 
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her usual weight; her evening temperature regu- 
larly exceeded 102° F. and her evening pulse rate, 
120. She coughed little and no tubercle bacilli 
were found in her scant sputum. The urine was 
normal. Her chief complaints were related to the 
digestive tract; she had little desire for food, and 
felt distress after eating; she vomited at times; 
she had a loose movement of the bowels, with se- 
vere abdominal cramps, after each feeding, and 
her stools were extremely foul-smelling. She was 
a thin nervous woman, blonde in type, with red- 
dish hair. Vasomotor instability was marked, red- 
dish blotches appearing about the neck when she 
was disturbed in any way. Emotional instability 
was also noticeable, but no clinical evidence of 
hyperthyroidism was present. Examination of the 
chest revealed on the right side the usual signs 
of increased lung density, with moderately coarse 
moist rales from the apex down to the level of the 
sixth dorsal vertebra, and a pleuritic crackle over 
the base. A few fine moist rales were heard over 
the left apex. The x-ray agreed with the physi- 
cal findings. The interpretation follows: 


“The right diaphragm is high and deformed by 
adhesions at its mid-portion. A fairly dense fi- 
brous reticulation is present throughout the en- 
tire lung. Fine discrete and confluent mottling is 
noted over the upper and middle lobes. The apical 
pleura is dense. On the left the hilus markings 
are exaggerated. There is peribronchial density 
about the upper lobe bronchi. The apex is clear.” 

The patient’s abdomen was slightly tympanitic, 
and moderate pressure brought out tenderness over 
the ascending and sigmoid portions of the colon. 
There was no palpable mass, nor any rigidity of 
the wall. Physical examination revealed nothing 
else of interest. 


The patient was put on flat rest, with a bland 
diet. and various drugs, such as bismuth, pare- 
goric, the digestive ferments, and dilute hydro- 
chloric acid, were exhibited from time to time in 
an unavailing effort to relieve her digestive symp- 
toms. After two weeks it became apparent that 
her persistent fever of 102 was not derived from 
her pulmonary lesion, and heliotherapy was start- 
ed, the exposure being gradually increased to 30 
minutes. This was well tolerated, but it conferred 
no relief. During the last week in November her 
evening temperature rose to 103° F. and her ner- 
vous and digestive symptems were particlarly 
distressing. Examination of chest and abdomen 
revealed no perceptible change. On the morning of 
December 1st she complained of sudden intense 
pain in the left side of the abdomen. This pain 
persisted, and soon was felt over the entire belly. 
There was boardlike rigidity of the left rectus, the 
wall on the right side being somewhat less tense. 
Light palpation elicited tenderness over the entire 
abdomen. The patient’s face promptly took on a 
characteristic pinched look with a waxy pallor, 
and she showed the usual signs of shock. After 
consultation with Dr. Payne Palmer, she was 
transferred to the hospitai. 


CONSULTATION REPORT (Dr. E. Payne Palmer) 

Mrs. B. S. age 35, patient at St. Luke’s Home, 
seen in consultation with Dr. E. W. Phillips. Two 
hours before consultation patient had sudden onset 
of severe pain in the abdomen. 

Lying quietly in bed, patient had anxious ex- 
pression, pinched features, face flushed. Patient 
was poorly nourished and evidently seriously ill. 
Examination of the «bdomen showed it to be some- 
what distended with marked rigidity and tender- 
ness over the entire abdomen. When she was ex- 
amined by Dr. Phillips, the most marked tenderness 
was in the right iliac region and when examined 
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by me, the tenderness was most marked in the 
left iliac region. 

The general physical condition of the patient 
was known by Dr. Phillips. She was known to 
have pulmonary tuberculosis, intestinal tuberculo- 
sis and tuberculous peritonitis. Dr. Phillips sus- 
pected a rupture of a tuberculous ulcer in the in- 
testines and suggested that we make a fluoro- 
scopic examination of the abdominal cavity. This 
was done with the patient in the upright position 
but when there was no change in the position of the 
liver, no demonstrable free air in the peritoneal 
space, we felt sure that perforation did not exist 
when the sickle-shaped air bubble was not present. 

While the patient had an “acute abdomen” no 
definite diagnosis was made. The patient was sent 
to St. Joseph’s Hospital for further study. She 
was too critically ill for exploratory operation 
without definite diagnosis. When seen again at the 
hospital, her condition was materially worse. She 
was in a state of shock, pulse was rapid and 
feeble. There was practically no change in the 
abdominal condition. There was no nausea or vom- 
itine at any time. Blood pressure was 58/40. 

Blood examination showed hemoglobin 55 per 
cent; erythrocvtes 2,500,000; leukocytes 10,600; 
monenuclears 6 per cent, polynuclears 94 per cent. 

She was given % grain morphine to relieve the 
nain. Proctoclvsis of tan water and, intravenously, 
1000 ¢.c. of normal saline solution containing 10 
per cent glucose. The morphia was repeated once 
during the night. She sank rapidly and died early 
the following morning with a diagnosis of “acute 
abdomen.” 

AUTOPSY (abdomen only). Abdomen opened in 
midline. Peritoneum markedly injected throughout; 
peritoneal cavity contained seropus, with a large 
amount of pus in culdesac. Numerous recent fi- 
brous adhesions glued gut together. as well as 
numerous dense fibrous adhesions of longer stand- 
ing. causing many rather acute kinks in intestines. 
Stomach dilated with pylorus somewhat narrow- 
er than normal; no gross changes in duodenum. 
Numerous dense adhesions around gall-bladder. as 
well as moderate cirrhosis of the liver, causing liv- 
er to be very small. Jejunum apparentlv normal 
with excention of numerous kinks caused bv ad- 
hesions mentioned above. Lower half of ileum 
showed numerons areas of ulceration from within, 
the nvieers varvine in size from half dollar to a 
Aime: lareest uleer was highest up in ileum. de- 
creasing in size as cecum was approached. About 
the middle of the ileum was an ulcerated area 
hroken throngh. the opening in the bowel being 
shont the cize of a lead nencil. with attempt to 
wall off at this area. this attempt had been un- 
enerescful. feral matter, local exudate and pus be- 
ine nresent. Bowel was examined from one end to 
the anther fourteen ulcers heine found, three of 
which had nerforated. Slieht traction or tension 
an vieerated arnag ranced hreak in remaining wall 
af intestines Annendix was enlareed ond showed 
moadeyotea reritanesal jinflammatorv renetion. Pelvis 
was annerently normal excent for recent inflam- 
tnhes overies somewhat 
rterne wae emall withont evidence of old 
inflammation. Culdesae region showed large 
tubes and ovaries. Kidnevs gresslv negative. Snleen 
amount of nus and local recent inflammation around 
grosslv nerative. 

Anatamiral Diaenacic: 


eee wanes ana 


erlaratic: 


Perforeted tuberculous ul- 


core of ilerm: eenerel neritonitis. 
COMMENT 
Dr. E. W. Phillips 
Opinion concerning tuberculosis of the 


intestine has undergone considerable change 
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within the n-emory of most of us. The le- 
sion in its terminal stage was of course well 
known to the older writers, who classed it 


as incurable. As abdominal surgery pro- 
gressed the conditioin in earlier stages was 
often encountered and sometimes attacked 
intentionally, usually with bad _ results. 
About 1913, Archibald, working with the 
clinicians of Saranac Lake, began to study 
suspected cases by means of the x-ray, in 
the hope of finding and excising the foci 
before extensive damage occurred. They 
had some measure of success, but after a 
few years abandoned the procedure. The 
knowledge gained in the study, however, 
was valuable. In 1920 and later, Lawrason 
Brown and his collaborators published re- 
ports which proved that tuberculosis of the 
gut frequently complicates pulmonary dis- 
ease; that it may exist without symptoms, 
and that even fairly extensive lesions with 
frank symptoms may heal with sood func- 
tional result. It was shown that the inci- 
dence of intestinal tuberculosis varies di- 
rectly with the extent and the duration of 
active disease in the lungs, from three per 
cent in the early or minimal group to about 
fifty per cent in the far advanced. Shortly 
after these publications, reports of the re- 
sults of light therapy began to appear, and 
medical opinion of the disease entered on 
its present phase. 

The late symptoms of the disease are plain 
enough, and are those related in the case 
recorded above. The earlier symptoms are 
inconstant, but when spastic constipation 
(sometimes with bref intermissions of 
looseness of the bowels), fever above what 
the lung condition justifies, and nervous in- 
stability occur together and are associated 
with unexplained failure to gain weight, 
they should arouse suspicion and lead to an 
examination of the bowel. 

The diagnosis is made by the x-ray, 
which shows intestinal hurry and character- 
istic ragged filling defect. The presence of 
blood and tubercle bacilli in the stool is of 
less diagnostic importance. 

Infection in adults is usually the result 
of swallowing sputum, either from embar- 
rassment or during the night when the pa- 
tient is half asleep; every tuberculous per- 
son should be taught to have a box or oth- 
er receptacle constantly with him, into 
which he must spit whatever he raises. 

The medical treatment of bowel tuber- 
culosis is, first of all, the accepted hygienic 
treatment of tuberculosis anywhere; for it 
ecannct be too often repeated that tubercu- 
losis is a constitutional disease. The diet 
should of course be bland. For the relief of 
distressing symptoms, small doses of opium, 
which do not as a rule need to be increased, 
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are indicated. The digestive ferments and 
mineral acids are sometimes useful. Bis- 
muth may be required at times; when em- 
ployed at all it should be given in large 
doses, and stopped as soon as its effect is 
obtained. The most useful therapy in tuber- 
culosis of the gut is light baths of some 
sort. Th mercury vapor light has been ex- 
tensively exploited in this connection, and 
it is undoubtedly of some use. Its mobility 
and the simplicity of its application are in 
its favor, but it does not produce a deep nat- 
ural tanning. The carbon lights which have 
a continuous spectrum more nearly resem- 
bling that of the sun appear to be coming 
more into favor. Direct sunlight, applied to 
the entire body excepting the head, is prob- 
ably the most effective form of light ther- 
apy. It is of interest to note that workers 
both in this country and abroad are coming 
around to this opinion. We who work in the 
southwest have an unique opportunity to 
use this natural light, but we have failed 
to make the controlled study of its effect 
which will convince those who have not 
seen the results we get. 

From the medical viewpoint, the indica- 
tions for surgery in bowel tuberculosis are 
relatively few. Surgical intervention should 
be made, of course, when the accidents of 
perforation or obstruction occur. If by suit- 
able study these accidents can be anticipat- 
ed—a difficult thing to do—operation is in- 
dicated. And operation is to be considered, 
with due reference to other lesions, when 
an old and chronic bowel tuberculosis, per- 
haps with deformity from adhesions, has 
resisted suitable medical treatment for a 
long time. We should be governed by con- 
servatism, however, at all times when at- 
tacking tuberculous tissues. 





COMMENT: SURGICAL PHASES 
(Dr. E. P. Palmer) 

“Acute abdomen” implies a grave abdomi- 
nal castastrophe of acute onset, the cause of 
which is unknown. In every “acute abdo- 
men” a thorough examination of the ab- 
domen and chest should be made in order 
to avoid mistakes, as extra-abdominal condi- 
tions will frequently simulate acute abdom- 
inal diseases. The onset of acute severe ab- 
dominal pain imposes on the physician the 
duty of deciding early whether the treat- 
ment shall be medical or immediate opera- 
tion. Differential diagnosis in “acute ab- 
domen” is a problem which at times can 
only be solved by exploratory operation. 

Acute pancreatitis is the most terrible of 
all calamities that occur in connection with 
the abdominal viscera. There is a sudden 
onset of agonizing pain, the most terrible 
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that the human can suffer. The location of 
the pain is usually most intense in the ep!- 
gastrium. The pain is felt over the entire ab- 
domen and back. Accompanying the pain 
is profound collapse; the patient is pros- 
trate, faint and pallid. The face and limbs 
are co'd and death seems imminent. The 
pulse is rapid, there is a loss of volume and 
the blood pressure falls. There is a board 
like rigidity of the whole abdomen. The pa- 
tient will hardly permit the abdomen to be 
touched. In some cases, the condition is pre- 
ceded by jaundice but in the majority of 
cases there is no history of previous illness. 

The perforation of gastric, or duodenal 
ulcers, or other ulcers of the gastro-intesti- 
nal tract, in the great majority of instances 
are in patients who have suffered from dys- 
pepsia, or other abdominal symptoms for 
years. The pain is very severe but does 
not reach the intensity that is experienced 
in acute pancreatitis and the shock is not 
so great. 

Vaughan and Broms (S.G.&0. November, 
1924), refer to the early recognition of acute 
perforation by x-ray through observation of 
spontaneous pneumoperitoneum. In_ thir- 
teen of their fifteen cases it was easily and 
distinctly demonstrated. The free gas has 
been seen as early as two hours after acute 
perforation and but a small quantity is nec- 
essary for its demonstration. 

In hepatic colic, the patient is restless, 
moaning and crying out for relief. Usually 
there is history of former attacks and fre- 
quently these attacks have been followed by 
jaundice. There is a rigidity of the abdomen 
but it is most marked in the upper right 
and there is usually tenderness on deep 
pressure. 

Acute intestinal obstruction may have a 
severe and sudden onset with increasing ab- 
dominal distention and marked abdominal 
rigidity. There is vomiting usually of a pro- 
jectile nature, colicky or cramp-like pains, 
visible, palpable or audible, peristalsis, in- 
ability to exp2] gas and feces, and absence 
of fever. There is a marked diminution in 
the chlorides and an increase in the non-pre- 
tein nitrogen and urea-nitrogen of the blood. 
There is depletion of the chlorides before 
protein destruction begins, with a rise in the 
non-protein and urea elements of the blood. 

Acute mesenteric embolism is ushered in 
with absolute abruptness at a time when 
one is apparently in good health. There is 
a sudden intense abdominal pain, at first 
colicky in character, later becoming almost 
unremitting, which is followed by nausea, 
vomiting and perhaps collapse. The abdomen 
becomes distended, rigid and tender, tem- 
perature is subnormal; the pulse is rapid 
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and the quality is bad. Blood stained bowel 
movements are found frequently. 


Acute appendicitis frequently goes to pus 
formation, gangrene and perforation before 
subjective symptoms are manifest. It would 
seem impossible for an acutely inflamed 
anpendix containing pus to exist and not 
preduce symptoms but we know, and have 
proven that such is frequently the case. 
Eight times I have found the appendix 
acutely inflamed while performing abdom- 
inal and pelvic operations for conditions 
other than appendicitis. I have operated on 
twelve cases of perforation of the appendix 
in which up to the time of perforation, there 
were no symptoms of disease. Numerous 
other surgeons have had the same experi- 
ence. One of the cases was a bed patient 
at St. Luke’s Home for the treatment of a 
pulmonary tuberculosis in the year 1915. His 
record sheet showed his pulse and tempera- 
ture to be practically the same as it had 
been during the past month. He ate his 
usual Surndav dinner at 1 p. m. At 2 p. m., 
his temperature was 99.6 and pulse 85. At 
2.30 p. m. he was seized with a very severe 
abdominal pain, which he was unable to lo- 
cate. This was followed by vomiting and a 
general board-like rigidity of the abdominal 
muscles. Dr. Watkins saw him and called 
me. When I saw him at 3 p. m., the ab- 
dominal rigidity was the same, temperature 
100 and pulse 95. He gave no history of a 
previous abdominal disturbance, so we could 
not make a diagnosis, other than that he 
had an “acute abdomen” with a probable 
rupture of some abdominal viscus. Opera- 
tion at this hospital revealed a ruptured ap- 
pendix abscess. The appendix was removed, 
the abdomen drained. the patient placed in 
Fowler position, the Murphy drip used and 
a rapid recovery followed. Here was a case 
‘n a hospital under the observation of a 
careful medical man and a trained nurse, 
with no indication of a change in his condi- 
tion until the appendix ruptured. 


Acvte pelvic inflammation in which there 
is a rupture of the tube or a leakage of pus 
through the fimbriated extremity will fre- 
quent!y produce acute severe abdominul 
symptoms. Vaginal examination will reveal 
a rurulent discharge and tender and inflam- 
ed pelv'e organs. 

In ruptured ectopic pregnancy, the pain 
may he of such severity as to cause the pa- 
tient to fall. There is usually history of 


missed menstrual periods and some vaginal 
hemorrhage at the time of the onset of 
pain. There is pallor, small rapid pulse and 
air hunger, muscle rigidity and marked ten- 
In some of the cases, vaginal ex- 
enlargement 


derness. 


amination will show of the 
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tube. There is always some enlargement 
and softening of the uterus. In one case 
which I operated upon in this hospital for 
Dr. John Wix Thomas we made a diagnosis 
of an “acute abdomen” because of the sud- 
den onset of acute pain in the epigastrium, 
the incision was made in the upper right 
rectus with the belief that the trouble was 
in the upper abdomen. When the periton- 
eum was opened a large amount of blood 
was found which, on exploration, proved to 
come from a ruptured left tubal pregnancy. 
The upper abdomen was free from patho- 
logical disturbance. The upper incision was 
closed and a lower incision made. The rup- 
tured tube was removed and patient made 
a rapid convalescence. 

Meckel’s diverticulum may cause symp- 
toms of “acute abdomen,” the true nature 
of which is difficult to ‘recognize. Case No. 
13,080, male, age 44, entered this hospital 
February 19, 1928. Had an acute abdomen 
resulting from a diverticulitis which was 
followed by adhesions and obstruction with 
gangrene of the diverticulum and intestine. 
In this case, the diagnosis was made prior 
to operation because of continued vomiting, 
visible peristaltic movement and _ inability 
to pass gas or fecal matter. 

Pneumonia, especially in children, fre- 
quently deceives the physician into believ- 
ing that an acute abdominal condition ex- 
ists and at times an x-ray examination must 
be made to determine the diagnosis. Acute 
pleurisy, especially of the diaphragmatic 
type, may produce severe abdominal pain. 

Coronary thrombosis occasionally causes 
intensely severe epigastric pain, nausea, 
vomiting and shock, typical of an “acute 
abdemen.” 

We have a case of “acute abdomen” in 
the hospital now. The patient is a young 
married woman 17 years of age. When first 
seen by Dr. Ploussard, she was suffering 
excruciating pain in the upper abdomen of 
sudden onset. There was a board-like rigid- 
ity and marked tenderness over the entire 
abdomen. Temperature 103, pulse 106 and 
with a leukocyte count of 20,200, polynu- 
clears 89; mononuclears 11. Urine showed 
a trace of albumen. She denied any know!- 
edge of pe'vic disturbance, was just through 
with her menstrual period. Vaginal exam- 
ination revealed slight discharge but no ab- 
normality of the pelvic organs. She has 
since developed a cough without any chest 
symptoms. At the present time is much im- 
proved without any special diagnosis having 
been made. 

Don’ts in “Acute Abdomen” 

Don’t fail to make a complete physical ex- 
amination eliminating extra-abdominal con- 
ditions before deciding on operation. 
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Don’t give physics when you have an 
“acute abdomen.” 

Don’t give morphine to relieve pain in 
“acute abdomen” until the diagnosis is 
made. 

After diagnosis is made, don’t delay. op- 
eration, as hopes for curing any of the 
above mentioned surgical conditions dimin- 
ish with each hour that surgical treatment 
is witheld. 

DISCUSSION 


DR. BROCKWAY: One condition has been omit- 
ted by Dr. Palmer, and I feel it my duty to men- 
tion, although it involves a personal experience. 
Some months ago with what was apparently an 
acute abdomen. The abdomen was opened for sup- 
posed acute appendicitis. Not finding this, pa- 
tient was turned over and Pott’s disease of the 
spine found. Patient was relieved following the 
operation, because of the rest in bed, but when 
able to be up and around, the symptoms returned. 
For the past eighteen months, whenever I have 
a child as a patient and with abdominal symptoms, 
I always make it a rule to examine the spine. 


EPIDEMIC CEREBRO-MENINGITIS 
R. B. RANEY, M. D., 
Phoenix, Ariz. 
2 (Discussion before the monthly staff meeting of 
St. Joseph’s Hospital, Phoenix, Ariz, in January, 
1929.) 

In no other malady is the early diagnosis 

so important as in this condition. While the 
onset of a typical case is characteristic and 
readily recognized, still there are numerous 
pitfalls for error in the diagnosis, until the 
disease has progressed into the advanced 
stage. I would here like to emphasize that 
a mortality of twenty-five per cent still ex- 
ists, due to a failure of the clinician to re- 
cognize the condition in its earliest form. 
To diminish this mortality an early diagno- 
sis is essential with the establishment of 
the anti-meningococcic regime. 
Etiologically the disease is due to the men- 
ingococcus. Historicaly, it occurs both in 
epidemic and sporadic forms, the epidemics 
occurring at ten to twenty year intervals, 
and it is during these epidemics that the 
most fulminating type of the malady is ob- 
served. The sporadic cases, as a rule, are 
relatively mild. 


The symptoms may be described briefly 
as follows: The onset is abrupt, usually the 
hour being known. Vague and _ indefinite 
prodromal signs, a day or two before the on- 
set, are occasionally observed, but should be 
considered more as a coincidence than a 
symptom. Headache is almost invariably a 
constant feature, most intense in character, 
associated with vomiting of a_ projectile 
type, elevation of temperature and prostra- 
tion. Transient delirium is frequently no- 
ticed and at times assumes maniacal] char- 
acteristics, being displaced in a few hours by 
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apathy showing marked irritability on being 
disturbed. If the temperature is extremely 
high at the onset of a moderate case, it may 
drop in a few hours and the patient remain 
perfectly rational throughout the remainder 
of the illness. A few hours after the initial 
onset, cervical opisthotonus and flexion of 
the extremities, later in the more grave 
cases be’ng replaced by extension and com- 
plete relaxation. However this has no re- 
lation to an early diagnosis. Kernig’s and 
Brudzinski’s signs are frequently present 
but are not diagnostic, and as a rule, do not 
occur during the first few hours of the dis- 
ease. The eyes show characteristic chang- 
es; during the first few hours the pupils 
are contracted, later giving place to dilation. 
Respiration is disturbed early in the disease, 
being slow or normal as a general rule and 
most often very irregular. Biots and 
Cheyne-Stokes type of respiration are en- 
countered. The pulse is rapid and irregular. 
Later in the disease it may become slow 
from increased intra-cranial pressure and in- 
flammatory changes, which is a grave prog- 
nostic sign. The blood count rises early, 
ranging from twenty-five thousand to fifty 
thousand, the polymorphonuclear cells pre- 
dominating up to 80 to 90 percent. As a 
note of interest early blood cultures occa- 
sionally show presence of the characteristic 
organisms. Vomiting, as mentioned before, 
is a most constant feature occurring at re- 
peated intervals and of a projectile nature. 
Occasionally early joint pains, persistent in 
character and associated with swelling and 
hvperemia of the parts similar to an acute 
inflammatory rheumatism, are present. The 
spinal fluid from the onset of the disease 
is under pressure. The cell count is well 
above one hundred cells per cu. mm., usually 
ranging from 500 to several thousand. The 
meningococci are almost invariably found, 
decolorizing by Gram’s stain, occurring in 
pairs and tetrads both intra-cellular and 
extra-cellular. 

The diagnosis is made from the abrupt 
onset, high temperature, vomiting, head- 
ache, irregular pulse, irregular respirations, 
cervical tenderness, hyperesthesia; spinal 
puncture clears up all doubt by the increas- 
ed cell count and presence of the organisms. 

Pneumonia may simulate meningitis, even 
to spinal rigidity and, further, pneumonia 
frequently occurs in conjunction with the 
disease. However, chest findings and spinal 
puncture readily clear up the diagnosis. In 
the following cases such complications may 
be exemplified. 

Case 1. Patient, age 40, operated for deviated 
septum, became suddenly ill, with a chill, elevation 
of temperature to 104 degrees, vomiting, general 
hyperesthesia, transient delirium, and coughing. 
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Physical examination disclosed cervical tenderness, 
general irritability, consolidation involving the low- 
er right lobe of the lung. Spinal puncture was 
performed in the first four hours of the disease, 
disclosing a slightly turbid fluid. Thirty c.c. of 
anti-meningococcic serum was administered before 
the needle was removed. Later examination of 
the fluid showed equal numbers of meningococci 
and pneumococci present. On a subsequent exam- 
ination on the following day the meningococci had 
entirely disappeared. The symptoms continued to 
develop rapidly, the patient’s general condition rap- 
idly went on the decline and death terminated the 
illness on the fourth day. 

Case 2. Female, age 16, sudden illness, head- 
ache, vomiting, elevation of temperature, general 
hyperesthesia, and physieal signs of massive con- 
solidation of the right lung. Due to presence of 
marked headache, diminished and irregular respira- 
tion, cervical tenderness, and repeated vomiting, a 
spinal puncture was performed. Thirty c.c. of the 
serum was given, even though there was no gross 
change in the fluid. Later microscopic examina- 
tion showing meningococci and an increased cell 
count. On four more successive examinations and 
administration of serum there was a moderate de- 
crease of symptoms. On the seventh day a pneu- 
monic crisis occurred, the temperature falling from 
104 degrees to 97 degrees, and thereafter fluctuat- 
ing between 97 and 100 degrees through a _ pro- 
tracted convalescence and an uneventful recovery, 

The differential diagnosis between these 
two conditions is very difficult sometimes, 
and since they are frequently complicated 
with each other a spinal puncture should al- 
ways be resorted to. By it not only can a 
positive diagnosis be made but it serves to 
differentiate other diseases of the nervous 
system. Especially is this true in cases of 
meningitis due to the pneumococcus, influ- 
enza bacillus, pyogenic organisms, or in tu- 
bereulosis termination of which is invari- 
ably fatal. 


In tuberculous meningitis the onset is in- 
sidious, stupor takes the place of delirium, 
hyperesthesia is not so pronounced, it is 
usually secondary to tuberculous infection 
elsewhere in the body; the blood count is 
relatively low; the spinal fluid count seldom 
goes above 100 cells per ecm., the small 
lymphocyte predominating from 50 to 80 
per cent. Influenzal and pneumococcic, as 
well as pyogenic meningitis, are usually sec- 
ondary to preexisting infections, and the 
spinal fluid examination readily clears up 
the diagnosis. Acute inflammatory rheuma- 
tism is occasionally a pitfall, and especially 
does it resemble the atypical chronic menin- 
gococcic infection frequently found in spo- 
radic cases, presenting minor cerebral mani- 
festations, wiht joint swelling and_ pain. 
Rheumatism, however, is frequently associ- 
ated with septic endocarditis, or throat man- 
ifestations, the joints swelling and pain be- 
ing more marked. Spinal puncture should 
be done in all such cases, for it is practical- 
ly free from danger, is not difficult, and 
clears up all question of doubt. Typhoid fe- 
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ver may, at times, be confusing, but the 
presence of a high fever, slow pulse, leuco- 
penia, regular respirations, should clear up 
the situations; however, if doubt remains, 
spinal puncture should be the first labora- 
tory procedure resorted to. Acute anterior 
poilomyelitis is, at times, most confusing. 
If the first spinal puncture does not clear up 
the diagnosis it should be repeated. 

The complications usually seen are pneu- 
monia, otitis media, conjunctivitis, choroi- 
ditis. The sequellae, since the advent of the 
anti-meningococcic serum have been mark- 
edly diminished and will not be mentioned 
in detail. They are strabismus, facial par- 
alysis, hemiplegia, monoplegia and diplegia, 
and basilar meningitis with chronic hydro- 
cephalus. 


AN ACUTE INFECTION WITH PUL- 
MONARY EDEMA 

(Discussion of Case 14201, Case Records 
of Massachusetts General Hospital, New 
Eng. Jour. of Med., July 5, 1928, p. 39.) 

CASE RECORD 

An American schoolgirl twelve years old was 
brought to the Emergency Ward October 22 in ex- 
treme prostration. The history was given by her 
parents, who were strikingly unable to answer any 
questions leading to a diagnosis. 

Since October 17 she had not felt well, and on 
October 19 she stopped school. Her only complaints 
during the illness were lassitude, slight morning 
cough, loss of appetite and mild pain between the 
shoulders. She was thought to have been fever- 
ish for two or three days. October 21 it was no- 
ticed that ber breathing was labored and rattling 
and that she was becoming cyanotic. That night 
the physician said her temperature was about 102°. 

There was no history of operation, sinus, throat 
or dental symptoms, foreign body aspiration, mark- 
ed headache, vomiting, mental disturbance, chills, 
sweats, hemoptysis, bleeding, severe pain or sore 
joints. 

Physical examination was cursory because of her 
condition. It showed a cyanotic girl in semistupor, 
with prolonged expiratory rattle and irregular in- 
spiratory gasps with clicking of the teeth. The 
throat was negative except for frothy exudate 
through which she breathed. There was no mem- 
brane. There was no tenderness over the sinuses. 
The chest was resonant throughout. The breath 
sounds were obscured by loud coarse moist rales 
of extreme pulmonary edema. Tactile fremitus and 
whispered and spoken voice were not elicited. The 
heart was negative except for a rate of 160 to 
180. The pulse at first was of fair quality, better 
than her appearance indicated. The abdomen and 
extremities were negative except for cyanosis. 

The temperature and respiratory rate are 
recorded, 

She was put upon the dangerous list immediate- 
ly, and was given atropin, nitroglycerin, adrenalin, 
caffein and digitalis. Venesection was attempted. 
In less than three hours she died. 

Discussion of Group IIl, ef Yavapai Coun- 
ty Medical Society and Medical Officers of 
Fort Whipple, at meeting of Dec. 18, 1928. 

DR. JOHN D. BROOKS, Whipple, Ariz. 

The history speaks for itself. There is one thing, 





not 
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though, that strikes me as strange; the parents 
of this child were unable to give any symptoma- 
tology to assist in a diagnosis. Our group, how- 
ever, did not discuss that feature. 

This child was sick only five days from the be- 
ginning of the illness, two of which days she went 
to school, On the third day, the 19th of October, 
she was too ill to go to school and stayed at home. 
Her only complaints were lassitude, slight morning 
cough, loss of appetite and pain between the shoul- 
ders. The parents thought she had fever but did 
not determine it. On the 21st, before she was 
brought to the hospital, she became very much 
worse and breathing became labored and rattling. 
Her parents sent for the doctor who said her tem- 
perature was about 102. How he guessed it we do 
not know. There are no other symptoms obtain- 
able. When brought to the hospital she was in 
semi-stupor, with prolonged expiratory rattle and 
irregular inspiratory gasps with clicking of the 
teeth; in other words, difficult breathing. There 
was no membrane ,though she was breathing 
through a frothy mixture, which they say was due 
to pulmonary edema. There was no blood exam- 
ination. 

This child certainly had something in the chest 
that caused the trouble. There is no pulse or tem- 
perature rate to go by, but she certainly had some 
intrathoracic condition which we believe is the 
cause of death. She died within three hours. The 
stimulation which they gave her evidently had no 
effect. They attempted venesection. Why this was 
not successful, or accomplished, we do not know. 
Probably she was dying when it was attempted 
and they did not go very far with it. 

_ This case could be a pnueumonia; it could be 

influenza; it could be infantile paralysis, begin- 

ning with a severe type which died before paraly- 

sis appeared; it could be foreign body even though 

ba _ no symptoms of foreign body in the 
roat. 


DR. I. D, LOEWY, Whipple, Ariz. 
Assuming, as we must, that the history is correct 
and this child was well five days before death, it 
would appear that the only thing which could 
cause death is some fulminating acute infection. 
The acute infections common to children, which 
may take on fulminating type, are three; epidemic 
cerebro-spinal meningitis, infantile paralysis and 
influenza with bronchopneumonia. There may be 
other causes, such as septicemia, especially hemo- 
lytic streptococcus septicemia, but the three most 
common causes are as stated. 

To consider for a moment epidemic cerebro- 
spinal meningitis; it may incubate in a very short 
period of two days; would always have, if the 
parents watched at all, certain signs and symp- 
toms such as headache, rigidity of the neck, con- 
vulsions, pain and other signs. There are abso- 
lutely no signs in this case of any premonitory 
symptoms or any prodromes which would lead us 
to believe the infection to be in the cerebro-spinal 
tract, and we can not believe that cerebro-spinal 
meningitis of the most fulminating type would not 
leave some symptoms for the family, hospital or 
doctors to find. 

The retraction, rigidity and eye symptoms of in- 
creased pressure would point to infantile paraly- 
sis. The same, thing is true in the fulminating 
type, which is also known as acute anterior polio- 
myelitis, in which we have the ascending type of 
spinal paralysis, Landry’s paralysis, which rapidly 
winds up with respiratory failure. The froth in 
the throat which she breathed may mean that she 
was unable to clear her throat and get rid of it, 
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due to paralysis. The coma and her general condi- 
tion is such that only deductions can be made. 

In coming to septicemia, which may be fulminat- 
ing, especially the hemolytic streptococcus type 
and which gains entrance through the throat and 
tonsils and enters the blood stream without leav- 
ing any evidence in the throat, it is not common, 
but we have seen cases of simple sore throat in 
three to five days die of septicemia produced by 
the hemolytic streptococcus. However, if we were 
to believe that is the diagnosis in this case, it 
would be a pure matter of guess work. | ; 

Coming to influenza, or bronchopneumonia with- 
out influenza, (we are not able to piace influenza 
accurately) we do not know the date of occur- 
rence and do not know which year this child was 
taken sick, nor whether there was an epidemic 
around Boston. The only symptoms noted point 
towards the chest, slight morning cough, pain be- 
tween shoulder blades, lassitude; physical exam- 
ination. of the lungs reveals that they were reso- 
nant throughout but full of coarse rales of pul- 
monary edema ,which is more or less terminal. In 
going over the causes of death in children of this 
age, (we can only go by what we have in the 
case history), the three most common causes have 
been named; epidemic cerebro-spinal meningitis, 
infantile paralysis and influenza with broncho- 
pneumonia. We give bronchopneumonia as the 
most likely. 


DR. E. A. GATTERDAM, Whipple, Ariz, 

In the case of a child coming in in this condi- 
tion there are only a few things to consider. Cyano- 
sis in a child is usually caused by one of three 
things; first, cardiac, possibly a congenital lesion; 
second, poisoning, as from shoe-dye, aniline dye or 
nitrobenzol (a great deal of this was seen in the 
army); third, edema of lungs. 

Cardiac conditions causing cyanosis are more or 
less familiar as a terminal proposition, with a 
backing up of blood in the lungs and resultant 
edema and cyanosis. There is aothing in the his- 
tory or physical examination to give us any idea 
of heart condition; in fact the condition is ioo 
acute. 

We have a case of marked edema of the lungs 
apparently filled with froth. One of the most com- 
imon causes of this, wtih temperature and death, 
is influenza. The pathology of influenza has been 
worked out fairly satisfactorily by Blake. Winter- 
nitz, working on chlorine gas poisoning of the lung, 
showed the pathology to be the same as in influ- 
enza. Blake injected monkeys, through the trachea, 
with hemolytic streptococcus, infuenza bacillus and 
pneumococcus. He found the pneumococcus devel- 
oped a localized massive pneumonia, lobar type, 
with early involvement of the pleura and therefore 
early pain. The pneumonia went on to consolida- 
tion, resolution took place, and following this the 
lung returned to normal. In other words chere 
was no destruction of tissue or epithelium, no scar 
tissue formation, and no involvement of nasal si- 
nuses. The streptococcus in itself did not cause 
pneumonia,—-there must be a primary injury for 
it to take hold. In these cases where they did get 
pncumonia, it was considered that the injection in- 
to the trachea was the primary injury. In these 
cases there was involvement of the mucous mem- 
brane of the bronchi, involvement of the lung 
with uliceration and scar iissue “ormation; the 
pleura became involved late. In other words, de- 
veloped wet lung in many cases. The lung showed 
no definite massive areas of consolidation but just 
spongy masses filled with serum or fluid. The in- 
fluenza bacillus caused infection of the mucous 
membrane of the nares and lung, It caused an 
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injury to the membrane but did not go on to scar 
tissue formation. In influenza the primary lesion 
was caused by the influenza bacillus, with a sec- 
ondary streptococcus invasion. The pathology of 
gassing and influenza was identical. Initial in- 
jury was caused by chlorine gas, bacteria of the 
mouth and throat invaded the lung and later de- 
veloped pneumonia (if cases lived long enough), 
or bronchitis or lung abscess, the same as in in- 
fluenza. In most of the cases of influenza that died 
during the epidemic (we had about 14,000 cases at 
Camp Custer) the lung findings were not marked; 
there was no dulness, no tubular breathing; the 
patients were very cyanotic and lungs full of mois- 
ture. 

In the case of this child with prodromal symp- 
toms of a day or so, not feeling well, it is pos- 
sible it occurred during the epidemic of influenza. 
If it occurred in 1918 in the fall, or during the last 
months. here, practically every one of us would 
have diagnosed it as influenza and probably bron- 
chopneumonia. A number of cases also seen during 
epidemic were those who had a little cough and a 
little temperature, up and around, and then sud- 
denly brought to the hospital in extremis. Our 
group feels that this case fits into that picture 
better than anything else as far as history and 
physical findings are concerned. 

Our diagnosis is influenza with massive edema 
or wet lung and possibly bronchopneumonia. 


Discussion at Massachusetts General Hos- 
pital. 

RICHARD C. CABOT, M. D. 
NOTES ON THE HISTORY 

You see they are very suspicious of these par- 
ents. 

As I go back over a good many years of trying 
to guess at diagnoses here one of the things that 
I am clearest about is that we are very apt to 
go wrong if we do not get a good history. We 
go wrong on lack of good history more often than 
we do on lacks in the physical examination. If I 
had to choose between the two I would take the 
history every time. So we start out with poor 
courage for our diagnosis. 

“Her onlv complaints during the illness were 
lassitude, slight morning cough, loss of appetite 
and mild pain between the shoulders.” In other 
words the evidences of an infection, perhaps re- 
spiratory. 

“October 21 it was noticed that her breathing 
was labored and rattling and that she was becom- 
ing cyanotic.” That makes us think of pneumonia, 
_ They are trying to exclude septicemia, meningi- 
tis, foreign body in the lung, miliary tuberculosis 
and acute septicemia from the streptococcus. But 
with that history I do not see how we can exclude 
any of them. 

NOTES ON THE PHYSICAL EXAMINATION 

“Physical examination was cursory because of 
her condition.” I like to see a record like that. I 
have seen people I believe hurried into a better 
world by a thorough physical examination, people 
who were so sick that they ought to have been let 
alone. I think we are more careful about that. 
There was a time when the house officers thought 
they had to make a complete physical examina- 
tion no matter what the condition was, so that they 
could show the visiting physician something the 
next day. 

_ This is the description of a moribund patient, 
irregularity of breathing and spasmodic movements 
of the jays. Moribund from what? We cannot say. 
I might digress here a moment to speak of an ex- 
perience of mine. Years ago I was teaching physi- 
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cal diagnosis in the wards. I took the group to the 
bedside of a man with a history something like 
this. I pointed out one symptom which I warned 
them always meant death. That was the so-called 
“sternomastoid breathing” when the chin goes up 
with each inspiration. We stood around him a 
while and they admired my experience and skill. 
Two days later I met the same group again and 
the patient was sitting up. He got entirely well. 
I think most people would have made the same 
mistake that I did, though perhaps they would not 
have rubbed it in so much as I did and so would 
not have looked quite so foolish in the end. And 
I will say now that nine hundred and ninety-nine 
out of a thousand who have sternomastoid breath- 
ing will shortly die; but he did not. 

“The throat was negative except for frothy exu- 
date through which she breathed,” That means 
again simply that she is so weak that she cannot 
clear her throat. It does not point to any particu- 
lar disease, merely extreme waekness. 

You see they are examining those sinuses very 
carefully because they are thinking of meningitis 
starting in a sinus infection. 

We have nothing to indicate infection but that 
temperature the night before which we know was 


102°. 
DIFFERENTIAL DAGNOSES 

We must assume that we got somewhere near 
the truth on the history, that is, that she has not 
been sick in bed for a long time. We cannot at- 
tempt any diagnosis without some assumptions. I 
should say, secondly, we had better believe that it 
is an infection. Third, the one sign that we are 
clear about is cyanosis. So presumably it is a re- 
spiratory infection or an infection along with re- 
spiratory difficulty. 

We must think of pneumonia first. You wonder 
perhaps how you could have a pneumonia with such 
a chest as that. You could not if it had been thor- 
oughly examined, including an x-ray, which of 
course it was not right to do considering the con- 
dition. But as it is I do not see how we can rule 
out pneumonia. Second, miliary tuberculosis. Mili- 
ary tuberculosis almost never gives any more cya- 
nosis than this. Even if we had had a thorough 
examination it very probably would not have shown 
any more than this showed. 

Could this be a heart disease with cyanosis sec- 
ondary to that? Not if the history is true. No 
one ever dies of heart disease in five days at her 
age, so far as I know. Of course an old person 
could die in a few days or a few months from 
cardiac infarct or rupture of the heart. But you 
do not have those things at this age. 

We have no blood or urine examinations at all, 
Could it have been any disease of the blood? An 
acute leukemia? Even in the acute leukemias we 
usually have something more in the way of physi- 
cal signs than this, hemorrhage, anemia, a pal- 
pable spleen, or glands. Leukemia is not probable, 
though not impossible, because we have no blood 
examination. 

Acute uremia? 
the shortness of the history and the age. 
uremia occurs sometimes in an old person. 
not with this history and in a young person. 

Could this be a thymus death? A death associat- 
ed with an enlarged thymus, status lymphaticus? 
I do not know enough to say no. That is among 
the possibilities, as far as I know. I do not 
know very much about that disease. But the cases 
I have seen have had some slight attacks before 
the final fatal one. 

_Of course we can only speculate about the vos- 
sibilities of poisoning. accidental or criminal. We 
are suspicious about these parents; but I do not 
see any use in letting our minds wander in that 


I should say no, on account of 
Acute 
But 
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direction. Methemoglobinemia I have seen give a 
picture a little like this, but with a more distinct 
brownish tinge in the cyanosis. 

Can this be meningitis? I should say it is im- 
probable because of the absence of stiff neck and 
Kernig. They are both easy things to see and 
certainly would have been reported if they nad been 
there. I do not believe it is meningitis unless that 
type of meningitis which forms part of a miliary 
tuberculosis. 

Miliary tuberculosis and pneumonia I think are 
the most probable diagnoses. Thymus death I 
should say comes next. But the best bet of all is 
something we have not thought of at all. In the 
old days when I used to discuss cases with Dr. 
Maurice Richardson and others, we used to say 
what we thought the diagnosis was and then Dr. 
Richardson would say, ‘Well, I will take the field 
against all of you.” He would bet it was some- 
thing other than anything we had named, and he 
was very apt to come out right. I think I would 
“take the field” if I were allowed. io here. 

A Student: How about influenza? 

Dr. Cabot: Influenza pneumonia? I did not try 
to distinguish between the different types of pneu- 
monia. I meant to include influenza pneumonia 
along with the rest. 


A Student: What about poisoning with acute ne- 
phritis as a result? 

Dr. Cabot: That gets us into the region of spec- 
ulation. I do not see how it can be excluded. But 
most cases that I have seen have had edema, con- 
vulsions, and some history of abnormalities in the 
urine noticed by the parents. I think I feel safer 
in saying this probably is not chat than in most 
of the things I have been saying. 


A Student: How about paralysis of the bulbar 
type? 

Dr. Cabot: I have never known it to cause such 
cyanosis in the absence of any known paralysis. 
But we are not told that the breathing seemed ob- 
structed in that way. I may be wrong, but it 
would not have occurred to me to think of that. 

A Student: How about acute passive congestion? 

Dr. Cabot: Of the lungs? That usually means 
pneumonia. 

A Student: I mean due to a weak heart. 

_ Dr. Cabot: I do not know of anybody’s ever get- 
ting a weak heart in five days at this age. I do 
not believe the trouble is in the heart. 

A Student: Could it have been a diphtheria and 
an infection in the lower bronchi? 

Dr, Cabot: That is a good point. I forgot that,— 
laryngeal diphtheria, not visible on inspection of 
the fauces, but causing suffocation. I have seen 
very little diphtheria in my clinical life and I am 
uncertain about it. But I do not see how it can be 
excluded. 

A Student: Could not the resonant chest be ac- 
counted for by acute emphysema? 

Dr. Cabot: That is right enough as long as you 
do not expect anything to be found to show for it 
post mortem. That certainly happens in pneu- 
monia. 

A Student: Could she have enlarged bronchial 
glands? 

Dr. Cabot: I had not thought of that—sudden 
blocking of the trachea or bronchi from enlarged 
bronchial glands. But the cases I have known 
have given more definite lecal symptoms. 

A Student: How about acute hydrocephalus? 
_Dr. Cabot: That is of course a part of menin- 
gitis. I think we should have to have more brain 
symptoms and more meningeal symptoms than 
are written down here. 
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A Student: Does not acute pulmonary edema oc- 
cur without any known etiology? 

Dr. Cabot: Yes, in chronic nephritis and arterio- 
sclerotic casesin old people. But I have never 
known a case without a chronic background of 
that sort. 

CLINICAL DIAGNOSIS (From Hospital Recor?) 
Pulmonary edema, cause unknown. 
Pneumonia ? 

DR. RICHARD C. CABOT’S DIAGNOSIS 
Pneumonia? or 
Miliary tuberculosis? or 
Possibly status lymphaticus? 

ANATOMIC DIAGNOSES 
1. Primary disease. 
Acute anterior poliomyelitis, 

Secondary or terminal lesions. 

Bronchopneumonia, hemolytic streptococcus. 
Toxic necrosis of Malpighian corpuscles. 
Dr. Tracy B. Mallory: The most noticeable fea- 
ture about this case post-mortem was a tremen- 
dous, edema of the lungs,—acute congestion and 
edema. That was so marked that in gross it was 
very difficult to make out much more. There was, 
however, a marked bronchitis with hemorrhages in 
the mucosa of even the smallest bronchioles. 
Smears from the bronchi and also from the ‘tung 
tissue itself showed pneumococci and hemolytic 
streptococci in considerable numbers. This picture 
so far is fairly characteristic of an influenzal type 
of bronchopneumonia. We were not able, however, 
to find any influenza bacilli in our smears or cul- 
tures. 

Gross examination of the other organs failed to 
help us further. The thymus was large, weighing 
25 grams, which is close to the upper limit of nor- 
mal or perhaps slightly above. The girl had other 
evidence of endocrine abnormalities in that, though 
only twelve years old, the secondary sexual char- 
acteristics were developed to a point suggesting 
‘ifteen or sixteen. 

The brain and spinal cord were removed but pre- 
sented nothing remarkable in gross. 


bo 


Microscopic examination showed a very acute 
bronchitis and bronchopneumonia and also well 
marked toxic necrosis of the Malpighian corpus- 
cles of the spleen. This is by no means an impos- 
sible finding in hemolytic streptococcus septicemia, 
but is nevertheless relatively uncommon. It is more- 
over an almost invariable finding in anterior polio- 
myelitis. Sections of the spinal cord definitely 
proved the presence of the latter, well marked ne- 
crosis of nerve cells and the typical perivascular 
infiltration of lymphocytes being present. 


Dr, Cabot: The finding of acute anterior polio- 
myelitis is of course a complete surprise. Looking 
back over the record as we have it I see nothing 
on which we could have built up any such diagno- 
sis or even a suspicion of it. It is of especial in- 
terest to me that even after five days of an ill- 
ness which in all probability must have included 
poliomyelitis from the very start no evidences of 
paralysis were detected. 

Was there a great deal of blood 
and the bronchi? 

Dr. Mallorv: All through them. We were not 
able to find influenza bacilli. 

Di. Cabot: That is what you expect, isn’t it, in 
influenza pneumonia? 

Dr. Mallory: Yes, very often. 

Dr. Cabot: The heart showed nothing? 


Dr. Mallory: Everything else was entirely nega- 
tive. 
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A CASE OF COMA. 

Discussions of Case 14191, Case Records 
of the Massachusetts General Hospital, New 
Eng. Jour. of Med., June 28, 1928, p. 1008.) 


CASE RECORD 


An unmarried Irish-American woman sixty-seven 
years old entered the hospital March 17 in coma. 
The history is limited to a few facts obtained from 
a brother who did not live with her tand from a 
nurse who brought her in. 

For a year or more she had had attacks of dys- 
pnea on exertion and her activity had been limited 
more or less. A week before admission she became 
rather suddenly ill with what seemed to be a respir- 
atory infection. She had been in bed. The day of 
admission she became very much worse. Halfway 
to the hospital she went into coma. There was no 
definite knowledge of medication except that her 
doctor gave her two pills containing digitalis early 
the evening of admission, and that before starting 
for the hospital she was given a quarter grain of 
morphia. 

Clinical examination showed a woman obviously 
moribund lying propped up, comatose, breathing 
with great difficulty. Only a very cursory exam- 
ination was done. Face and hands intensely cyano- 
tic. Hands clammy. Profuse perspiration. Lungs 
examined only superficially over the front. In the 
upper right chest to the level of the fourth rib 
dullness, bronchovesicular breathing and many 
moist rales. Apex impulse of the heart not seen 
or felt. Left border of dullness 1i centimeters to 
the left of midsternum; fairly marked enlargement 
ta the left. Rate rapid. Action regular. Sounds of 
fair quality, not muffled. At the apex a to-and-fro 
murmur, apparently a rub, Sounds at the base ob- 
secured by respiration. Pulses weak and thready. 
Artery walls not palpable. Blood pressure 100/60 
to 180/100. Abdomen large, soft, tympanitic. Ques- 
tionable liver edge palpable. (Nothing felt but a 
vague resistance.) Extremities cold. No edema. 
Pupils and knee-jerks normal. 

No laboratory work was done. 

Temperature 104.9°, rectal. Pulse 140 Respira- 
tions 40. 

The patient was given caffein and adrenalin and 
propped up with her head high. Her color became 
better and her hands and feet warm. At ten o’clock 
in theevening she was given three grains of digi- 
tolin intramuscularly. This was repeated at 11 p.m. 
and at midnight. Her pulse slowed slightly and be- 
came stronger, and she seemed to recognize her 
brother. Caffein was repeated at 11 p.m. and 1 a.m. 
The blood pressure fell slightly and the pulse came 
down to 120 at one o’clock. A little over an hour 
later her respiration suddenly stopped. Her heart 
continued to beat for a few moments. 


Discussion of Group I, of Yavapai County 
Medical Society and Medical Officers of Fort 
Whipple, at meeting of Dec. 18, 1928. 

DR. C. C. BENEDICT, Whipple, Ariz, 

You will note from this history that the patient 
was taken ill in March, which we think may pos- 
sibly be of some significance, inasmuch as this 
occurred in an eastern state. From the history 
just read you will see that this woman of 67 years 
was admitted to the hospital and died in about 
twelve hours. Because of the marked cyanosis, 
dyspnea and coma, it was probable she suffered 
from some overwhelming toxemia; there was very 
little time for examination. It is quite evident to 
us that there was an acute severe cardiopulmonary 
involvement. The history gives a story of dysp- 








127 


nea on slight exertion, probably extending over 
quite a length of time, that is, before this acute 
fatal illness came on. As to the causes of that dys- 
pnea on exertion, we believe it did have something 
to do with the fatal termination of the acute illness. 
It is possible that she may have had cardiac disease 
for quite a period which resulted in her dyspnea on 
exertion, but the examination failed to reveal any 
physical signs of a present valvular lesion. That “to 
and fro” rub, which they called a murmur, might 
have meant a pericarditis, but that did not kill her; 
that would not be the cause of her dyspnea on slight 
exertion, which was enough to affect her daily la- 
bor, and she had to favor herself because of these at- 
tacks. She might have had mitral stenosis which 
would account for the attacks, but the physical ex- 
amination fails to bring out any presystolic murmur ; 
cr there may have been a myocarditis, but examina- 
tion fails to reveal any evidence of myocarditis oth- 
er than her marked cyanosis. Possibly the dyspnea 
may ‘have been due to obesity, although the history 
does not say she was obese, merely that tne apdo- 
men was large and soft and somewhat tympanitic. 
we are at a loss to know just how far this cardiac 
condition, which we believe she had previously, fig- 
ured in her fatal illness and death. Aside from the 
fact that the abdomen was large and soft, there is 
one condition which might indicate some pathology 
there: they do say there was a suspicion of liver 
prominence although they could not be positive of 
it and in fact are almost negative in their state- 
ment. I do not think of any condition in the abdo- 
men that might have contributed to her death. 
Whatever there was was secondary to her cardio- 
pulmonary involvement. I do believe the post mor- 
tem will show fluid in the abdomen. It is said 
there was no edema; we presume they meant of 
the extremities. With the back up of pulmonary 
circulation she must have had with the intense con- 
gestion of the lungs, there could easily have been 
an ascites, so that quite a considerable amount of 
flnid may have been, and probably will show, in 
the abdominal cavity. 

It is possible this woman may have had a kidney 
lesion, but there was no urinalysis, therefore no 
findings to support a diagnosis of a kidney lesion 
unless we consider this a diabetic coma, which 
should be ruled out by the absence of the charac- 
teristic odor of the breath. 

Referring to the coma again, in order to differen- 
tiate it we would think ef alcoholic coma, but the 
same thing would be true, there is no mention of 
the odor of alcohol on the breath. We believe it is 
the coma of dissolution. Taken with the intense, 
marked cyanosis, evidence of cardio-pulmonary in- 
volvement, I believe that it is quite evident this 
coma is due to nothing else than impending death, 

It is said that in the right upper lung there was 
dullness to the fourth rib, (it is presumed from 
above down), also moist rales and bronchovesicular 
breathing. If her condition stopped at that, did not 
go on to death, we might think of tuberculosis, but 
tuberculosis did not kill her and that lesion in the 
lung, if it was tuberculosis, was simply a coinci- 
dence. The other process which developed in the 
balance of the lung, that did kill her, was in addi- 
tion and independent of it. We believe that lesion 
was like the lesions that occurred in other parts of 
the lung, that of an influenza. The month of ad- 
mission to hospital lends itself to the probability 
of that being an influenza, and if it was in the 
year 1918 or spring of ’19 or ’20 it is a little more 
probable that it was influenza 

I might mention pericarditis to account for this 
friction rub. We believe that the enlargement of the 
heart to the left is a marked enlargement or marked 
displacement, which might have occurred with a 
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pericarditis, or displacement purely, so that the 
heart was pushed over and came in contact with the 
pleura. That would account for the rub without any 
organic heart lesion. With the absolute absence of 
valvular findings. I do not see how there could 
have been a marked heart lesion or valvular lesion, 
to that extent. The marked cyanosis and the rapid 
thready pulse is indicative of a much over-burdened 
heart and diseased myocardium. 


DR. C. E. YOUNT, Prescott, Ariz. 

We have before us for consideration the case of 
an unmarried Irish woman, 67 years of age, who 
entered the Massachusetts General Hospital some 
time during the evening of March 17th and died 
shortly after 2 a. m. of the 18th. We have found 
this case very interesting and apropos, and while 
we do not believe the judges with all their wisdom, 
at the time they selected this case, could have divined 
our present epidemic of influenza, we believe that 
should this miasm continue many of us will see 
cases similar to this one. One week before admission 
to hospital she became rather suddenly ill with what 
was considered a respiratory infection; on the sixth 
day she seemed very much better; on the seventh she 
became suddenly worse. She was removed to hospital 
and became unconscious enroute. From this uncon- 
sciousness she rallied slightly under forced stimula- 
tion only to lapse and die about 2 a. m. 

This case we believe falls into the cardiorespira- 
tory group in contrast to the cardiorenal. Why do 
we give the heart such prominence? Because in the 
very first bit of history, which admittedly meager, 
we find the fact recorded that for more than a year 
she has had dyspnea on exertion and her activities 
have been more or less limited. We avow that heart 
disease, whether myocardial, valvular or aneuris- 
mal, is not the only disease which causes dsypnea 
on exertion and would limit the activities of a wo- 
man of 67 with a large abdomen, soft and tympa- 
nitic, but we believe that this is the likely explana- 
tion for this early dyspnea. S. Calvin Smith, in 
his excellent post war monograph on heart disease, 
says, “Dyspnea, as an early symptom of heart af- 
fections, is usually transitory and is precipitated 
by some trivial exertion; this differentiates it from 
the labored breathing of bronchitis, pulmonary 
edema, toxemia and acute lung infections, in which 
effort is not required to produce the symptom. An 
enlarged liver, ascites or other intra-abdominal en- 
largement may cause dyspnea.” 

So far, the history gives us two very important 
factors in this woman’s death; first, a pre-existing 
damaged heart; second, an acute respiratory infec- 
tion. On the sixth day of this respiratory infec- 
tion she scemed better, on the seventh she became 
suddenly worse. She is known to have received on 
the evenig of the seventh day before admission to 
hospital, administered by her family physician, two 
pills of digitalis and one quarter grain of morphia, 
and as stated before, half way to the hospital she 
went into coma. This coma, so far as we know, was 
not preceded by headaches or convulsions. She arriv- 
ed at the hospital in coma, moribund, hands cold 
and clammy, breathing with difficulty, face and 
hands intensely cyanotic and in profuse perspira- 
tion. There is time for only cursory examination, 
but accepting the observations as indisputable, we 
will evaluate the symptoms to a diagnosis, al- 
though no laboratory work was done. Without a 
laboratory we are back in the halcyon days of the 
old family physician, who ushered us into this 
world. Me, with that rare finesse known as “diag- 
nostic acumen,” whispers the diagnosis, “Lung fe- 
ver.’ 

Her temperature on admission to hospital is 104.9 
rectal, which when considered in conjunction with 
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her respiratory rate of 40, is strongly suggestive 
of a severe infective process; the pulse 140, weak 
and thready, though regular, and the blood pressure, 
presumably at this time, is 100/60. The heart is en- 
larged to the left 11 c.m. from the midsternal line; 
the sounds at base of heart obscured by respiration, 
but at the apex of fair quality, and particularly is it 
noted they are not muffled. There is a “to and fro” 
murmur, apparently a rub at the apex. This ob- 
servation should mean that there is no mitral or 
semilunar valve lesion, but an extracardiac lesion. 
A murmur to be “to and fro” must be heard during 
both systole and diastole, the most likely interpre- 
tation being the early exudative stage of a peri- 
carditis. However, with Dr. Cabot’s admonition in 
mind, we recall that the mechanics may be explained 
by an enlarged heart rubbing its pericardium against 
the pleura. From the history of this case, we have no 
authority for reading into it any lesions of the two 
remaining valves, pulmonary and aortic. Yet its en- 
larged borders and early history of dyspnea point to 
organic disease. Myocardial degeneration with dila- 
tation would fit into the picture. You will note that 
the treatment after her arrival at the hospital, con- 
sisting of adrenalin, caffeine and digifolin, is di 
rected to sustaining a flagging myocardium. That 
the heart is failing rapidly is evidenced by a rapid, 
weak and thready pulse, difficult breathing and 
profuse perpiration and cyanosis. 

Returning to a consideration of the respiratory 
infection of the first six days of her illness, and as- 
suming it to have been influenza, the most common 
lesion in the lungs is broncho-penumonia. It often 
sets in suddenly after the acute features of influenza 
have subsided. The patient suddenly becomes very 
ill, as in our case. It may be caused by the in- 
fluenza bacillus alone by direct extension from the 
bronchi, or, as is more common, by the pneumo- 
coccus. In the right upper chest to the level of the 
fourth rib there is bronchovesicular breathing. (1 
interpret that to mean from above down.) The lo- 
cation and the extensive area involved signify path- 
ology, its interpretation being that in this area 
there exists together normal vesicles and infiltrat- 
ed pulmonary tissue. In the same area there is 
also dulness and many moist rales. This triad of 
symptoms definitely located in the right apex is 
the basis of our diagnosis of bronchopneumonia. 
It rules out the pulmonary edema of cardiorenal 
origin. Furthermore, we can not interpret this le- 
sion as being tuberculosis. Curiously enough this 
woman was not observed to cough or expectorate 
or even to disgorge blood-streaked spittle, and 
while we will admit we have seen cases of this 
type, yet even these, or at least some of them, dis- 
gorged frothy blood-tinged material, evidence that 
the lung has been involved in an overwhelming 
infection. There is no edema of: the extremities, 
neither is there headache nor convulsions, so often 
found associated with cardiorenal type of coma. 

We have considered the possibility of encephalitis 
as a late sequel of influenza, and the various types 
of meningitis as causes for this sudden coma, but 
we have ruled them all out. In fact as I look at 
the cause, one-quarter grain of morphine given hy- 
podermically to a woman of 67 rapidly approaching 
extremis from mechanical and toxic effects of 
bronchopneumonia, is a much more likely factor 
in the coma; though the pupils are recorded as 
normal. If this be true, then the morphine has just 
balanced the midriasis of approaching dissolution, 
for one-quarter grain of morphia will very effec- 
tively “point” the pupils in a woman of 67. Osler 
said, “We may have to use morphine for the pain 
of pneumonia but it should be given in small 
doses.” 

We have weighed the possibilities of diabetes 
and cerebral hemorrhage as causes of this sudden 
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coma and cyanosis, but the history does not war- 
rant it. 

Her respirations suddenly stopped. Her heart 
continued to beat for a few minutes. We had 
hoped this might furnish some diagnostic lead but 
we failed to find it. We hold this quite compat- 
ible with our diagnosis of bronchopneumonia where- 
in the respiratory center has been over-stimulated 
with carbon dioxide or paralyzed by the toxins be- 
fore the fatal effect on the sympathetic plexus of 
the heart occurs. 

Finally we recall that “bronchopneumonia is to 
be classed among the most frequent of the terminal 
infections. In the aged and debilitated and in those 
suffering with some chronic heart disease, ne- 
phritis or malignant disease, diabetes, etc., it is one 
of the most frequent causes of death,” 

As we stated, this case is one of the cardio- 
pulmonary type and our diagnosis is summed up 
under three heads: 

(1) Chronic heart disease (type undetermined). 

(2) Influenza. 

(3) Fatal complication, bronchopneumonia. 


Discussion at Massachusetts General Hos- 
pital. 

RICHARD C. CABOT, M. D. 

We can safely say that neither the digitalis nor 
the morphia could have caused her condition. 

The superficial examination of the lungs showed 
good judgment. 

The to-and-fro murmur tells us why they said 
the sounds were not muffled. They were thinking 
about pericardial effusion. 

That is an extraordinary swing in blood pres- 
sure. 

DIFFERENTIAL DIAGNOSIS 

I do not see anything to consider except pneu- 
monia in a person who is likely to have also a 
hypertension type of heart trouble. 

The thing that I want to emphasize chiefly about 
this case is how not to treat a pneumonia, namely 
to move the patient around. I had this borne in on 
me, as many of us had, in France. The effect of 
moving pneumonic patients was that they almost 
all died. Moving pneumonics is the very worst 
thing to do. You can move typhoids perfectly well, 
but pneumonics do much better lying still where 
they are, even under poor conditions, than after 
being moved. Even moving a pneumonic patient 
around in bed does harm. A neighbor of ours in 
the country had pneumonia. An eminent consultant 
was called from Boston. Hefelt of course that he 
should make a thorough examination. He sat the 
patient up and did all sorts of things. In two 
hours the patient was dead, I think it is very 
important to realize this. Be thorough in your 
physical examination. But when you know perfect- 
ly well from other evidence that a patient has 
pneumonia it does not make the slightest possible 
difference how marked or which side the physical 
signs are. Then physical examination harms the 
patient. 

Perhaps I am wrong. This patient may not have 
pneumonia. But I do not see what else she has 
if she has not that. The pericarditis which she has 
is not enough to kill her. It is a common compli- 
cation of pneumonia, but I do not feel at all sure 
about its presence here. So I should say that she 
is going to have hypertrophy and dilatation of the 
heart, a pneumonia, I suppose on the right, and I 
do not know what else. 

Ought we to consider tuberculosis here? Noth- 
ing is said about emaciation. She does not seem 
to have had cough any length of time. There is 
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no reason to suspect tuberculosis except for the 
rales. They are perfectly proper to hear over a 
pneumonia. 

Should we consider a pulmonary infarct here? I 
think not. There is nothing here to make us con- 
sider it except this pulmonary lesion. So I shall 
stick to my original guess of pneumonia with hy- 
pertrophy and dilatation of the heart and with no 
evidence of anything else except possibly pericar- 
ditis. 

A Student: Do you find coma due to a pneu- 
monic process in itself? ; 

Dr. Cabot: Yes, especially in old people. It is 
very common in them. 

A Student: What else could that to-and-fro 
murmur be? 

Dr, Cabot: They were thinking of the possibility 
of acute endocarditis. That might give a to-and- 
fro murmur. I do not know how to rule it out. 

A Student: Was the right border of dullness as- 
certained ? 

Miss Painter: It was not. 

Dr. Cabot: It is difficult with a right sided 
pneumonia to find that out. 

CLINICAL DIAGNOSIS (From Hospital Record) 

Lobar pneumonia. 

Arteriosclerotic heart disease. 

DR. RICHARD C. CABOT’S DIAGNOSIS 


Hypertrophy and dilatation of the heart. 
Pneumonia, probably on the right. 
ANATOMIC DIAGNOSES 

1. Primary disease. 

Arteriosclerotic heart disease. Aortic stenosis. 

Generalized arteriosclerosis. 

2. Secondary or terminal lesions. 

Focal necrosis of liver. 

Focal necrosis of spleen, 

DR. TRACY B. MALLORY. This case seems to 
have been entirely one of arteriosclerosis. The to- 
and-fro murmur was undoubtedly caused by a mark- 
ed degree of aortic stenosis which apparently was 
purely arteriosclerotic in origin. There was no evi- 
dence of any rheumatic disease of the heart what- 
ever. There was very marked passive congestion of 
the lungs, a moderate degree of the spleen, liver 
and kidneys, and the kidneys showed also a consid- 
erable degree of arteriosclerotic nephritis. The 
head was not examined, so I do not know the 
cause of the coma. 

Dr. Cabot: Or of her temperature? 

Dr. Mallory: No. 

Dr. Cabot: Were the lungs all right? 

Dr. Mallory: Yes. 





THE ARIZONA INDUSTRIAL COMMIS- 
SION AND THE IRREGULAR 
PRACTITIONERS 


From the very beginning of its organiza- 
tion, some three years or more ago, the Ari- 
zona Industrial Commission showed the 
keenest appreciation of the value of the 
medical and surgical phases of its work. 
They not only established the highest fee 
schedule for these services paid anywhere 
in the United States, but have recognized 
only the legitimate medical profession as 
entitled to render services to injured work- 
men. In this they have followed the lead 
of other compensation boards, and of all 
state and national organizations. Even so, 
they have had to counter criticism and de- 
fend their position. Many irregular practi- 
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tioners in Arizona do not hesitate to mislead 
trusting patients into the belief that they 
(the irregulars) are bona fide physicians. 
There are few physicians in Arizona who 
cannot recall instances of patients telling 
about consulting “Dr. So-and-So”’, and are 
astonished to find that this practitioner is 
not a physician but some off-color irregu- 
lar masquerading under the guise of “doc- 
tor.” 


The Industrial Commission permits the 
publication of the following correspondence 
as evidence of their stand in all injuries 
treated under the compensation law. We 
gladly offer it to the medical profession of 
Arizona, in the interest of a better and more 
sympathetic understanding between that 
profession and the Commission. 


Tucson, Arizona, Jan. 22, 1929. 
Arizona Industrial Commission, 
Phoenix, Arizona. 
Gentlemen: 

Mr. Earl Brannon, employed by the El Paso 
Feeder Co., as foreman cattle feeder at the S. P. 
Stock Yards, has applied to us for physiotherapy 
treatments for the relief of pain, swelling and stiff- 
ness in the right wrist, 

He states that he was injured during the course 
of duty about six or seven weeks ago when a 
horse fell with him, and that he was attended at 
that time by Dr. C. A. Thomas at the request of 
the Tucson Cotton Seed Oil Co., who represent 
the El Paso Feeder Company here. 

While the swelling in the wrist subsided almost 
entirely within a couple of weeks after the injury, 
there is still pain and the wrist has been growing 
stiffer ever since, indicating the development of a 
fibrous ankylosis. 

Diathermy, ultra violet radiation and vibration 
are indicated in this case and if you will authorize 
us to proceed with his treatment we will do so 
with the understanding that our fee will be $5.90 
a treatment or twelve for $50.00. 

Yours very truly, 
THE HOUSE OF HEALTH. 
By Director. 


THE INDUSTRIAL COMMISSION OF ARIZONA 
Phoenix, Arizona 
January 25th, 1929. 
Claim No. C-6281 
Employer: El Paso Feeder Co. 
Injured: Earl Brannon. 
The House of Health, 
Tucson, Arizona. 
Gentlemen: 


We are in receipt of your letter of January 22nd 
regarding Earl Brannon. Our file shows that Mr. 
Brannon was treated by Dr. C. A, Thomas, who 
discharged him some time since as fully recovered. 

We suggest that if Mr. Brannon has need of fur- 
ther treatment that he report to the doctor orig- 
inally attending as it does not appear (sic) there 
is reason for authorizing a change of physicians. 

Yours very truly, 
R. RAND, 
Claims Department. 
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THE HOUSE OF HEALTH 
Incorporated 
Tucson, Arizona, February 3, 1929. 
Mr. Wm. E. Hunter, Member, 
Arizona Industrial Commission 
Capitol Bldg., Phoenix, Ariz. 
Dear Mr. Hunter: 

I am inviting your personal attention to the 
above claim, together with my letter of January 
22nd, and your Claim Clerk’s reply dated January 
25th, copies of which are enclosed for your con- 
sideration. 

This is a sample case of the ineffectual working 
of the law which allows the Medical Doctors to 
monopolize all of the benefits accruing thereunder, 
and prevents the fulfilment of the protection to 
the employee to which he is just entitled. 

This man suffered a severely sprained wrist and 
his employer ordered him to report to Dr. C. A. 
Thomas for treatment, despite the fact that I 
have been his family physician for more than a 
year and he wished to come to me in the first 
place. 

According to the statement of Brannon, his 
wrist was dressed with salve and bandage three 
times, at intervals of every other day for a week, 
when he was discharged and told he was all right 
and could return to work, 

However, the pain continued, and the wrist be- 
gan to stiffen up so as to impair its usefulness, 
and he came to me for treatment and relief. 

Upon inspection and examination I found a con- 
dition developing at the wrist joint which we call 
“Fibrous Ankylosis,” which means that the mus- 
cles, ligaments, and surrounding tissue are going 
through a process of hardening which eventuaily 
becomes leather-like, resulting in permanent stiff- 
ness of the joint. 

I proceeded to give him treatments every night 
with the understanding that if the commission 
would not pay the bill that he would, and the re- 
sults obtained have justified Physio-therapy be- 
cause the pain has subsided, stiffness is growing 
less every day, and he is rapidly regaining the 
use of his wrist and hand, whereas, if the condi- 
tion had been allowed to go without treatment he 
probably would have developed into a permanent 
disability in that respect. 

When large institutions such as the Metropoli- 
tan Life Insurance Company, industrial corpora- 
tions, Ford Motor Company, and modern hospitals 
all incorporate and use Physio-Therapy extensive- 
ly in the treatment of industrial injuries, it seems 
unjust that employes in our state should be denied 
the benefits thereof simply because the majority 
of the doctors we have are unfamiliar with its 
uses and benefits. 

Among the rules promulgated by your commis- 
sion is one that stipulates that no Physio-Therapy 
treatments shall be administered except those un- 
der the supervision of a surgeon, and I challenge 
the fact that not a surgeon in Arizona could pass 
the U.S. Government’s examination for Physio- 
Therapy Aides such as I and others engaged in 
this highly specialized profession had to pass be- 
fore we were permitted to practice. 

Bear this in mind, that no salve or linament will 
restore wrenched and torn muscles, ligaments, or 
vertebrae in the spine to their normal position and 
condition. 

And when a man suffers any injury which is 
sufficient to require the services of a doctor, why 
should he not be entitled to and receive the atten- 
tion of the one most competent to give him what 
he needs to restore him to normal in the shortest 
period of time? 

If his teeth are damaged, the commission will 
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pay the dentist for their repair; if an amputation 
or surgical dressing and care are required, the 
commission will pay for it; then, why in the name 
of Justice deny a man Physio-Therapy treatments 
if his injury is such as to demand them? ’ 

You are recognized as the real representative of 
the Laboring Man on the Industrial Commission, 
and I present these facts for your consideration 
and such action as you deem advisable in the be- 
lief that you will take the time necessary to investi- 
gate these matters and find a way to remedy a 
condition that is preventing the laborer from de- 
riving all of the benefits under the law that he is 
justly entitled to. 

Yours very truly, 
C. J. WILKERSON, 
dD. G., B..C., N.-D. 


THE INDUSTRIAL COMMISSION OF ARIZONA 


Phoenix, Arizona 
February 18, 1929. 
The House of Health, 
63 East Pennington, 
Tucson, Arizona. 
Gentlemen: 

This is in reply to your letter of the 3rd instant, 
in which you complain that the “medical doctors” 
are allowed to monopolize all the benefits accruing 
under the compensation law and your implication 
that the employees are failing to receive proper 
treatment. The second paragraph of your letter re- 
fers to our rules, so I presume that you are fa- 
miliar with them, 

This Commission recognizes fully the advantages 
of physiotherapy in its proper place. Physiother- 
apy is frequently of assistance to Nature in curing 
injuries, but because of the abuses which occurred 
in the name of physiotherapy it was necessary for 
the Commission in this state, as in other states, to 
promulgate regulations on the subject. Our experi- 
ence showed that, prior to the promulgation of our 
rules, we were receiving bills in large amounts for 
physiotherapy treatments which were administered 
without our knowledge or authorization where it 
clearly appeared that such treatments did no good 
whatsoever. Some doctors seemed to have the idea 
that physiotherapy should be applied in every case 
as a matter of routine, which is clearly an unjusti- 
fied attitude. 

Your statement that none of the doctors in Ari- 
zona could pass the government test for physio- 
therapy aides does not enter into the discussion. 
The question whether the doctor himself could pass 
the test as a physiotherapy aide does not affect 
his ability to supervise physiotherapy and to select 
an efficient therapeutist. 

What I have written above is set forth more to 
correct the idea that you seem to have that the 
Commission does not recognize the value of physio- 
therapy and the Commission does not authorize its 
use. I shall now proceed to discuss the particular 
case in question. 

Section 57, of the Workmen’s Compensation Law, 
reads as follows: 

“If it be shown or the Commission finds 
that the employer is furnishing the require- 
ments of medical, surgical, or hospital aid or 
treatment provided for in this Act in such a 
manner that there are reasonable grounds for 
believing that the health, life or recovery of 
the employee is being endangered or impaired 
thereby, the Commission may, upon application 
of the employee or upon its own motion, order 
a change in the physician or other require- 
ments.” 

The facts in this case are that Mr. Branon was 
treated for his injury by Dr. C. A. Thomas, of Tuc- 
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son, and was discharged by him as able to return 
to work six days after his injury. At no time has 
Mr. Branon ever complied with this provision of 
the law. He has at no time made any application 
for a change of physicians nor has there been any 
showing that the health, life or recovery of the em- 
ployee has been endangered or impaired by Dr. 
Thomas. 

Rule 3 of our medical and surgical schedule pro- 
vides that an injured employee shall not be per- 
mitted to change from one doctor to another with- 
out fully setting forth his reasons for so doing and 
obtaining the written consent of the Commission. 
Consequently, so far as Mr. Branon is concerned 
it would make no difference whether you and your 
associates were medical doctors or not, The pro- 
cedure set forth by the law has not been followed 
and there is consequently no basis at present for 
an order for a change of physicians on our part. 

We recognize that chiropractors and similar ther- 
apeutics are qualified to practice in a limited field, 
and they are entitled to payment for their servic- 
es, when, in accordance with our rules, they render 
their treatment under the supervision of a physi- 
cian or surgeon. The chiropractors know that they 
do not measure up to the qualifications specified 
by this Commission. 

We have, on many occasions, paid the bills for 
treatment by chiropractors, masseurs, and other 
types of therapeutists where the service has been 
recommended by the surgeon in charge and has 
been authorized by the Commission. 

We see no occasion in this case to make anv ex- 
ception to the law or to our rules and accordingly 
we cannot recognize any claim for physiotherapy 
or any other type of theranv without the recom- 
mendation or advice of Dr. Thomas. 

What I am trying to make clear in this letter 
chiefly is that under the law, the injured man is 
not authorized to change about at will from one 
doctor to another. While under the law, the right 
of selection is not vested in the employee, never- 
theless, in actual practice, the Commission usually 
accedes to the reasonable requests of the emplovee 
where the mattter of confidence in the attending 
physician is involved. However, as set forth above, 
under no circumstances does the Commission recog- 
nize chiropractors or similar therapeutists as quali- 
fied to treat industrial cases except under the 
supervision of a qualified industrial surgeon. 

In this connection. I feel that the action of this 
Commission is undertaken, not for the benefit of 
the medical doctors, but for the benefit of the em- 
plovee and I cannot agree with vou that this policy 
of the Commission militates against the employee’s 
best interests. To the contrary, I feel that this 
policy is necessary. 

I wish to be further understood as in no wise re- 
flecting unon the ability of yourself and your as- 
sociates. The Commission’s rules were promulgated 
with general conditions in view and it is the desire 
of the Commission to bring into the field of indus- 
trial medicine that system and method of treat- 
ment which will be most efficient so far as the 
recovery of the injured employee is concerned 

Yours very truly, 


THE INDUSTRIAL COMMISSION OF ARIZONA, 
By Wm. E. Hunter, Commissioner. 





ARIZONA ANTI-TUBERCULOSIS ASSOCIA- 
TION. 

Report on Accomplishments for the Year 1928 

In rendering this brief report of the accomplish- 
ments of our Association for the year 1928, we 
are pleased to be able to point out that the stand- 
ards of educational and preventive activities have 
been maintained and in many instances advanced 
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to a higher point of usefulness than during the 
previous year. 

Arizona is a sparsely settled state and the dis- 
tances between the principal towns and cities are 
great. The Executive Secretary, however, made 
several visits to each of the fourteen counties and 
to the local associations who are conducting anti- 
tuberculosis activities in affiliation with our- state 
association. Frequent meetings have been held 
with local chairmen and committees for the pur- 
pose of advising on matters pertaining to the main- 
tenance of programs including clinics, public health 
nursing service, health education of the general 
public and specificaliy work in the public and pri- 
vate schools. In every instance we can render a 
report of progress in the chief activities of the 
local associations. 

Considerable attention was given last year to 
child health programs. The great number of fam- 
ilies migrating to Arizona, one of the parents be- 
ing tuberculous, the children, most of them haviug 
been long exposed to infection and in many in- 
stances being poorly nourished, gives our state a 
problem in this one particular on which we could 
easily devote all of our funds and time without 
completely covering the ground. 


In this problem we have combined the resourc- 
es of the public school departments with those of 
the local tuberculosis associations or Christmas 
Seal Committees and have provided medical exam- 
inations, home supervision by nurses and special 
nutrition and remedial measures. Some of our lo- 
cal committees have used their Christmas Seal 
Funds together with other contributions for provid- 
ing intensive care for a few months or more for 
children whose condition warranted their being 
placed in nursing homes. This work was much the 
same as is classified under Preventorium Care. In 
cases where the school children took a part in the 
Christmas Seal Sale, the funds raised by them 
have been used to provide milk for undernourish- 
ed children from poor families who could not af: 
ford this expense. 

One of our local Associations in Tucson has spe- 
cialized on the care of children who were predis- 
posed to tuberculosis, this community having a 
big problem in this respect as Tucson and Phoenix 
are great centers for hundreds of migrating tuber- 
culous families in poor financial circumstances. 

Our State Association has cooperated with our 
principal locals in conducting a series of special 
health demonstration clinics. In these projects we 
have had the hearty cooperation of the Medical 
Association, State Nurses Association, Women’s 
Clubs and other civic organizations. 

During 1928 our State Association urged and 
secured a wider use of health education materials 
and propaganda in the public schools. The city 
and county schools are now devoting more time 
to this important subject and in the High Schools 
we find the principals and teachers recognizing 
more and more the need for health education and 
for activities calculated to prevent tuberculosis, 

Our State Association last year, as every year, 
did a good service in placing patients who had 
come to Arizona in search of health. This is a big 
problem with us. Many patients come here with 
little funds and seek our advice as to how they 
can best spend what they have in securing rest 
and treatment. Many families come here with the 
firm intent of remaining here because of the poor 
health of one or more of their number. Where the 
bread earner is the sick one it is often a difficult 
matter to place the family in proper housing and 
do justice to the children who are surely to be fu- 
ture cases if not protected now. It takes all the 
resources at our command and the cooperation of 
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all of the many local agencies of a charitable and 
civic nature to carry out this program of housing 
these families. A part of the time of the Execu- 
tive Secretary has of necessity been devoted to this 
work. 

Our officers and executive committee members 
are in constant touch with the executive secretary. 
In addition to the formal meetings, many confer- 
ences with individual members are held with a 
view to furthering the activities of our local soci- 
eties and committees. We have given valuable as- 
sistance to all of our locals and have helped them 
to plan their programs and to carry out their ob- 
jectives. We have worked for greater appropria- 
tions from city and county funds to further com- 
munity health. In practically every instance we 
can point to a splendid spirit of cooperation on 
the part of our locals in their desire to be a part 
of the whole general program for the prevention 
of tuberculosis. Local problems of course affect 
the programs of many of our committees. The lim- 
ited funds available and the big problem of relief 
in the principal health centers of our state often 
prevent these communities from conducting as 
great a preventive work as they would like to. 
Arizona still continues to be the haven of refuge 
for the down and out tuberculous men and women 
who feel that their only chance for recovery is 
in the Southwest. 

Last year in the smaller communities we were 
obliged to combine forces with the local Red Cross 
chapters and other local organizations who pooled 
funds for the express purpose of conducting some 
piece of work in which they all had a common in- 
terest. If it were not for this cooperative spirit 
which we have built up in Arizona many of our 
local Anti-Tuberculosis Committees would not 
have sufficient funds with which to do any one 
specific thing and do it well. 

The political situation and the result of the State 
election prevented us from doing anything toward 
securing the provision of a full time State Health 
Officer for Arizona. The State Medical Association, 
after reviewing the situation, voted that they 
would not take any part in a program to secure 
a full time officer for another two years. With- 
out the support of the medical profession we did 
not dare to undertake this important piece of state 
legislation. 

The Arizona Anti-Tuberculosis Association par- 
ticipated in the Early Diagnosis Campaign in 1928, 
Window exhibits were distributed, lectures were 
delivered, motion picture films were shown before 
several of the rural community clubs, newspaper 
articles were published and in other ways we did 
what we could to further this important activity. 
Some criticsm was made that the Association 
should not spend its funds on this activity in Ari- 
zona when so many other immediate needs were 
not being met, the big relief problem principally, 
and comment was made to the effect that if more 
of this early diagnosis was made in other states 
Arizona’s problem would not be so great. Our As- 
sociation is continuing to urge early diagnosis for 
tuberculosis through all of the mediums available. 
We can not spend funds for this special campaign 
in 1929 but we will continue to urge the necessity 
of early diagnosis through the publicity given to 
it by our school nurses, our public health nurses, 
bulletins and newspaper publicity. 

The Christmas Seal Sale of 1928 was given spe- 
cial impetus with the resulting increase over the 
previous year’s sale as indicated in our Christmas 
Seal Sale report for 1928. We will hope and work 
for a corresponding increase in the sale of 1929. 

Altogether as we look back on the year 1928 
we feel that the general program of the National 
Tuberculosis Association and its affiliated State 
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Associations has been given better recognition in 
Arizona and that the National Tuberculosis Asso- 
ciation can feel that the people of Arizona are most 
heartily in sympathy with its program and aims, 
but the big problem of relief which takes so much 
of the volunteer contributions from all of our 
principal towns and cities is the one thing which 
prevents our doing a greater work of prevention. 
Perhaps in time as the program takes effect in 
other states Arizona’s relief problem will diminish 
and we will be able to conduct a program more 
in conformity with that of our sister states. 
T. C. CUVELLIER, 
Executive Secretary. 
ANNUAL FINANCIAL STATEMENT 
January 1 to December 31, 1928 
Balance on hand January 1, 1928 $1,512.67 
RECEIPTS 

Sale of Seals $7,220.37 
Appeal letters of President Brophy 651.50 
Donations 206.10 
Memberships 167.50 
Preventorium Fund 147.41 
Sale of Printed Matter 22.15 


TOTAL 
EXPENDITURES 

Health and Relief Work among 
Children and Adults and Pre- 
ventorium care for the under- 
nourished, open air and nutri- 
tion class work 

Health Information Work—guid- 
ance for the sick as to where 
and how to secure suitable 
care in existing Health Cen- 
ters and Sanatoria 

Health Education — through 
Health Centers lectures, leaf- 
lets, exhibits, posters, motion 
pictures, newspapers, maga- 
zines and modern health cru- 
sades in Public Schools 

Assisting Local Tuberculosis So- 
cieties and Committees to co- 
operate and to increase the 
scope of their activities 

National Association of New 
York City for supplies 

Seal Sale Supplies for Local As- 
sociations 

Five Per Cent of Christmas Seal 
Sale to National Association 


8,415.03 
$9,927.70 





1,782.45 


594.15 


2,254.82 


1,307.13 
610.07 
779.40 


576.66 7,904.68 





Balance on hand December 31, 

1928 $2,023.02 

I have examined the books and accounts of the 
Arizona Anti-Tuberculosis Association for the year 
ending December 31, 1928, and I do hereby certify 
that the above statement of Receipts and Expendi- 
tures is a true and correct one, in accordance with 
the books of the Association for the period. 

(Signed) STUART M. BAILEY, 
Public Accountant, 





PROGRAM OF THE ARIZONA ANTI-TUBERCU- 
LOSIS ASSOCIATION FOR THE YEAR 
1929 

Health Education: 

Our Association will continue to conduct an edu- 
cational program to serve both adults and children. 
Through our affiliated clinics, public health nurses, 
county home demonstration agents and other vol- 
unteer workers we will distribute the standard pub- 
lications dealing with tuberculosis, its cause and 
prevention. Through the public and private schools 
we will continue to have used the Modern Health 
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Crusade in Grade Schools and The Health Honor 
Society in the High Schools, 

The Association will continue to promote the con- 
ducting of stereoptican lectures on public health 
subjects, especially in school auditoriums for the 
benefit of pupils and their parents. baal 

The Association conducts a loan library which is 
well stocked with authorized or approved volumes 
dealing with public health. These books are used 
by school nurses and others in preparation of health 
talks to pupils, by patients who are eager to know 
all they should in order to properly protect other 
members of their families from infection, and for 
proper procedure in raising their children to 
healthy maturity. 

From time to time the newspapers will be asked 
to publish articles dealing with the health educa- 
tional program of the Association. 
Demonstration: 

We will cooperate with several of our local as- 
sociations in conducting demonstration clinics in 
connection with the public health nursing service, 
this with a view to securing permanent provision 
of free clinics in a greater number than now ex- 
ists in Arizona. While specializing on tuberculosis 
these demonstration clinics will be of a general 
clinic type so as to include diseases of children 
and for the discovery of childhood tuberculosis. It 
is with pride that we point to the general free 
clinic and public health nursing service now so well 
established in Phoenix. Six years ago this clinic 
was conducted in the offices of the Arizona Anti- 
Tuberculosis Association and completely financed 
from our limited funds. This year the budget for 
this Clinic and Nursing Service is $33,000.00, all 
provided for through City, County and Community 
Chest Funds. We are working on programs for 
providing this same service for Tucson, Prescott, 
Yuma and Globe. Bisbee, our principal mining cen- 
ter, has also provided permanent service of this 
nature for the miners’ families who compose about 
ninety per cent of the population. 

Our State Association will continue to work for 
the provision of public health nurses in communi- 
ties which do not at present have this service. In 
many instances it will be necessary to work for a 
cooperative plan whereby several small agencies 
may combine their funds and thus united support 
one worth while endeavor such as the support of a 
public health nurse until the work can be taken 
over by the County and paid for through County 
taxes. 

Legislation: 


We had hoped to do something worthwhile with 
our State Legislature toward securing provision 
for a full time State Health Officer but a unique 
political situation this year will prevent our so 
doing. The State Medical Association recognized 
the impossibility of accomplishing anything in this 
direction this year and so advised us that they re- 
gretted their inability to support us in this worthy 
project. 

We are working in Phoenix and Tucson to have 
a revised law passed covering the inspection of all 
public soda fountains and restaurants, calling for 
the sterilizing of all glasses, ete., and for regula- 
tions covering the cleanliness of such places. 
Co-operation: 

Co-operation has been one of the first policies of 
the Arizona Anti-Tuberculosis Association. It is 
largely through co-operation that we have accom- 
plished what we have. The fact that the largest 


of Arizona’s towns has a comparatively small pop- 
ulation and that the other towns have small popu- 
lations makes it imperative that we have the unit- 
ed sanction and support of the various organiza- 


We 


tions who are working for civic betterment. 
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feel that we have and will retain the wholesome 
respect of these many small groups of people who 
are working to provide Arizona with the public 
health machinery now enjoyed by so many of our 
sister states. 

Relief: 

The great indigent migratory tuberculosis prob- 
lem which still confronts Arizona makes it im- 
perative that a part of the funds raised for tuber- 
culosis work be expended in relief work. In cer- 
tain centers noted for their health camps, etc., 
this problem continues to take a good part of the 
funds provided through volunteer contributions as 
well as funds appropriated by city and county 
authorities. As a matter of prevention of tubercu- 
losis it is necessary to afford relief in many in- 
stances in order to afford proper protection to the 
children who so often accompany their parents to 
this state. 

Administration: 

The Administration of the program of our As- 
sociation rests with our officers and executive 
committee who advise the Executive Secretary. The 
Executive Secretary is in constant communication 
or contact with these officers and committee mem- 
bers and received considerable help from them in- 
dividually in furthering the projects which they as 
a body have approved. 

Fund Raising: 

We are pleased to report an increase in the 1928 
Christmas Scal Sale over that of the previous 
year. This in spite of the fact that the influenza 
hit our state just at the time when our volunteer 
workers were ready to start the sale in their re- 
spective communities. That the sale was carried 
through with a force of about one-half the number 
of workers who usually take part can be attributed 
only to the good will of the people of Arizona and 
their faith in the program and purpose of the Na- 
tional Tuberculosis Association and its affiliated 
Arizona Association. We will plan and strive to 
make the Christmas Seal Sale for 1929 a greater 
success than that of 1928. The Christmas Seal 
Sale is only one of a number of campaigns taking 
public funds during the fall and winter months, 
most of these campaigns being those seeking funds 
for relief work, the relief problem still being Ari- 
zona’s greatest one so far as social service is con- 
cerned. These other campaigns, many of them 
supporting some form of tuberculosis relief work, 
naturally cut into the receipts of the Christmas 
Seal Sale. Community Chests and Welfare Associ- 
ation Campaigns are also now becoming more pop- 
ular in Arizona and we find that these in some 
measure prevent our making as rapid gains in 
the gross receipts from the Seal Sale as we would 
like to. 

As the percentages of the local Seal Sales paid 
into our State Association do not provide suffi- 
cient funds for carrying the State Association 
through the year, we find it necessary to ask our 
President to issue about one hundred personal let- 
ters to individuals throughout the state in an en- 
deavor to secure as near as possible to $1,000.00 
for our State Association Funds. The sum secured 
last year did not reach the amount as indicated on 
our Financial Statement rendered with this pro- 
gram. Each year our association is broke about 
October 31st and lives on credit until the first 
Christmas Seal Funds come in. So far none of our 
officers or executive committee members has been 
able to offer a solution to this financial problem. 
The locals conducting good sales wish to keep as 
great a part of them as possible for their own lo- 
cal needs, which we admit are great. 


Organization and Field Work: é 
The Executive Secretary will continue to visit 
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the various city and county associations, meet with 
their boards of directors, and stimulate their activi- 
ties, Assistance will be given in conducting their 
programs and in aiding them to supplement their 
Seal Sale Funds with city and county funds, all 
with a view to securing permanent provision for 
their activities from public funds and under pub- 
lice administration. 
T. C. CUVELLIER, 
Executive Secretary. 





NEW MEXICO TUBERCULOSIS ASSOCI- 


ATION 


(This report was sent in for publeation 
several months ago, and overlooked. Al- 
though somewhat out of date, it is now pub- 
lished in order to show the extent of the 
activity of this organization.) 

The year that is covered by this report—May 11, 
1927, to May 12, 1928—was one of considerable de- 
velopment in the tuberculosis work. The people in 
the state are beginning to be aware of our activi 
ties and identity as THE NEW MEXICO TUBER- 
CULOSIS ASSOCIATION, rather than an adjunct 
to the State Bureau of Health, or the State Child 
Welfare Bureau, or yet the Red Cross, though 
every now and then we must stop and explain to 
someone that we have not been associated with the 
Red Cross for nine years. We, however, offer co- 
operation in all three activities, and for six year: 
a large percentage of the funds raised by this as- 
sociation, through the sale of the tuberculosis 
Christmas seal, finds its way to the work of the 
county health officers and through the county nurs- 
ing service, to the general channel of health work. 

The child welfare department of woman’s clubs 
and tuberculosis committees composed of men and 
women in all of the large towns of the state, put 
on the seal sale annually. The returns are divided 
on a basis of 60 per cent and 40 per cent. The 
60 per cent is left in each town io be spent on a 
health program which shall have the approval of 
the state association. Of the 40 per cent remain- 
ing, 5 per cent is sent to the National Tuberculo- 
sis Association, which is returned to us in any 
service we may require. The 35 per cent is used 
for administrative purposes, salaries, rent, health 
literature, books, posters, modern health crusade 
materials for schools, and to buy the seals and seal 
sale supplies. The towns are furnished, free of 
cost, all necessary supplies, and their 60 per cent 
is profit. By this it will be seen that 95 per cent 
of the seal sale funds is spent for the furtherance 
of the anti-tuberculosis work in the state. 

The work of the association is chiefly education- 
al rather than relief, though of course, when the 
house is burning down we do not wait for the fire 
department before dragging out the inmates. In 
other words, we give emergency relief trusting to 
find funds later to meet the situation. The whole 
strategy of our year around campaign for the 
eradication and prevention of tuberculosis in New 
Mexico is based on ceaseless health propaganda. 
Everything we do is with the object of enlighten- 
ine the general public by demonstration, which is 
a form of education, by talks, distribution of health 
literature, etc. We stress the need to be constantly 
on guard against the disease by observing preven- 
tive measures, avoidance of infection throurh con- 
tact, the correction of physical defects in children, 
the furnishing of better nourishment to growing, 
underweight children and their training in better 
health habits, and, what is the most important 
thing of all, having an early diagnosis made at 
the first sign of decline in health, or when a child 
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is known to have been in close contact with the 
disease, : 

Our work is largely with the children, since it 
must be obvious that with our limited funds we 
can do little for the chronic or indigent, tubercu- 
lous persons, save here in Albuquerque, where we 
have a visiting tuberculosis nurse who gives in- 
struction on home care and encourages the patient 
and family in every way to work for an ultimate 
cure. 

We further child education in many ways. We 
are the pioneers in the state in demonstrating the 
idea of a health education department in the state 
University, and the two normal colleges. At no 
expense to the state, we brought here Doctor Glen- 
adine Snow, an instructor in health education of 
national repute. She gave a six weeks’ course of 
lectures at the Las Vegas Normal, and two weeks 
at the Silver City Teachers College. Credits were 
given the teachers who learned from her lectures 
how to teach positive health to school children. She 
also gave a lecture on this subject at the state 
University here, and held several conferences with 
the students on personal health problems. The ex- 
ecutive board of this association gave an informal 
dinner for her at the Alvarado Hotel at which time 
she explained to educators, the board and other 
interested persons present, what it might mean to 
have a health education department in the state 
institutions of high learning. A suggestion that an 
appropriation from the legislature for such an in- 
structor might be asked, was discussed favorably. 
Many letters and enthusiastic reports have come to 
this office of the way her work took hold in the 
normal schools and in high schools. 

Our work to rural schools consists in furnishing 
the materials for the modern health crusade meth- 
od of teaching health habits to children. We also 
maintain a supply department of health literature, 
posters, books for anyone desiring such literature, 
and for the teachers’ use; and first aid kits for 
school rooms. In this county two health books and 
a first aid kit were donated to every school in the 
county last year by the tuberculosis association. 
This was a gift of $3.00 to each of the twenty- 
eight schools. 

In some schools in the state where there was lit- 
tle or no playground equipment, we permitted the 
use of seal funds to purchase same. Dona Ana 
county has equipped almost every school in the 
county with scales bought by the seal sale receipts. 
First aid kits have been distributed to Santa Fe 
county schools without cost by the Santa Fe Wo- 
man’s Club with the proceeds of the seal sale. In 
some counties hot school lunches have been pro- 
vided, and in almost all the larger towns free milk 
is furnished the underweight school children. In 
Eddy County we have assisted in their tuberculosis 
survey. 

The association has no debts and has a savings 
account of $1,082, The state seal sale fell short of 
$6,000 by only $5.84, which was the largest sale in 
six years. We put on a mail sale of seals from the 
state office sending seals into the rural communi- 
ties, which would not otherwise have been reached. 
After deducting the expense of this sale, we use 
the remainder for carrying out health projects 
which are of state-wide benefit. 


Your secretary has not traveled as much this 
year as last. I did, however, attend the meeting 
of the State Federation of Women’s Clubs at Las 
Vegas and, while there, organized a seal sale 
committee which later put on the largest seal sale 
the town has had in years. 

As Albuquerque is the largest town in the state 
and the place where most of the tuberculous come, 
our program here includes a greater variety of 
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activities and demonstrations. Again we record 
pioneer work in two instances. We were the first 
organization in the state to establish a free tuber- 
culosis diagnostic clinic, and to put on a visiting, 
tuberculosis nurse. We hope next year to add to 
these activities a preventorium where the children, 
found through these two activities to be actively 
tuberculous, or having it in its incipient stage, 
may be cared for the entire twenty-four hours, 
having lessons during the day when able. We be- 
lieve this instruction may be obtained for them by 
voluntary teachers living in Albuquerque. An alarm- 
ing number of children, about 50 per cent of those 
examined at the clinic are tuberculous. They all 
came from families where there were cases of 
active disease. In the few months we have been 
giving such children extra milk, care and attention 
in their homes, they have shown a marked improve- 
ment in their condition. The disease is more quick- 
ly arrested in children, if discovered early, than in 
adults. The educational value of these two demon- 
strations is inestimable. These are some of the 
means we use to “sell health.” 


We cooperated with the national and all the 
state associations in a campaign for early diagno- 
sis of tuberculosis, which was held during the 
month of March. Posters were put up on billboards 
and in store windows in all the larger towns in 
the state; literature advising health examination 
was distributed by mail and through organizations. 
The free tuberculosis clinic was opened in Albu- 
querque as a part of this campaign, 

We complain in Albuquerque of a “giving neu- 
ritis” and yet we know of no means by which 
money for philanthropy may be extracted painless- 
ly. Perhaps the subject of tuberculosis is too trite, 
too much the everyday topic of conversation to be 
anything but boresome. We are perhaps, as a city, 
more interestetd in the commercial than in the hu- 
manitarian side of tuberculosis, because the seal 
sale ‘funds in the city have never been adequate 
for the need, since it is the only fund raising meth- 
od used. For six years this sale has not exceeded 
$1,500 each year, and that sum has been reached 
only the last two years. 

We have tried to make our working program a 
practical one, one which will fit the health need 
of any town in the state. Through our educational 
propaganda and actual demonstration we make the 
ground ready for the seed, we plant, we tend, and 
pray for the rain of popular support to bring it 
to fruition. When we are sure that nothing can 
happen to wreck the crop, we are ready to turn it 
over to some proper official agency to carry on. 
For example, we feel that the time has come for 
the school board of Albuquerque to take over the 
free milk program and release us of the financial 
burden that we may go on to other things. The 
tuberculosis clinic is not yet developed to the point 
of giving it over to the county health office, as it 
will be later. It is properly their activity when 
once we have driven the demonstration home to 
the community. Permanency in anti-tuberculosis 
work is our slogan. We try to build for the future. 

We wish here to extend the special thanks of the 
association for the splendid cooperation of the six 
tuberculosis specialists of our city for their servic- 
es in the free clinic and in the homes of the indi- 
gent, also to the x-ray clinicians, for their assist- 
ance at a reduced fee. In fact, we are yearly 
heartened in our work by the general cooperation 
of lay people as well as professional people all 
over the state. 

This report has been largely the achievements of 
the past. Our next year’s program, including the 
continuance of the free clinic, the visiting nurse 

(Continued on page 146) 
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Arizona State Medical Association 
THIRTY-EIGHTH ANNUAL MEETING 
Prescott, Arizona, April 18, 19, 20, 1929 


Headquarters—Hassayampa Hotel 


ANNOUNCEMENTS 


Registration headquarters will be at the Hassa- 
yampa Hotel. Every member, visitor and guest is 
requested to register promptly on arrival. 

Scientific sessions will be held at the St. Michael 
Hotel and will begin promptly on time. 

No address or paper before the Association shall 
occupy more than twenty minutes, unless special 
provision is made. The opening: discussions shall 
be limited to five minutes, and general discussions 
to three minutes. No one shali speak more than twice 
on the same subject. 

Papers read before the scientific session shall be- 
come the property of the Association, and shall be 
deposited with the secretary for publication in the 
official organ of the Association (Southwestern 
Medicine). 

For the social entertainments, see the special an- 
nouncements elsewhere in this program. 


OFFICERS 

President: 

ARTHUR C. CARLSON - --- - Jerome 
President-Elect : 

SAMUEL H. WATSON - - - - - - Tucson 
Vice-President: 

H.T. BamEy - - - - - - - - Phoenix 
Secretary: 

D. F. HARBRIDGE - - - - - - - Phoenix 
Treasurer: 

C. E. YOuNT ee Prescott 
Councillors: 

W. C. Topt, (Northern District) - Kingman 

W. WARNER WATKINS (Cent. Dist. - Phoenix 

C. A. THomAsS (Southern District) - Tucson 
Medical Defense Committee: 

JOHN E. Bacon, Chairman - - - Miami 

R. D. KENNEDY - - - - - - - - Globe 

D. F. HARBRIDGE - - - - - - Phoenix 
Committee on Public Welfare: 

CLARENCE GUNTER, Chairman - - - Globe 

W WARNER WATKINS - - - - - Phoenix 

JOHN W. FLINN - - +s -- = Prescott 
Committee on Program: 

SAMUEL H. WATSON, Chairman - - Tucson 

D. F. HARBRIDGE - - - - - - Phoenix 

JOHN W. FLINN, Secretary - - - Prescott 
National Legislation: 

R. J. StRouD - - - - - - - - Tempe 
Southwestern Medicine: 

Editor, W. WARNER WATKINS - -_ Phoenix 


Associate Editor, ORVILLE H. Brown, Phoenix 


Members, Board of Managers, 
Southwestern Medicine: 
D. F. HARBRIDGE - - - - - - - 
C.E. YOUNT - - - +-+-+-e-8e = 
Local Committee on Arrangements: 
, C. R. K. SwernaM, Chairman 
R. N. LOONEY A. C. CARLSON 
C. C. HEDBERG H. T. SOUTHWORTH 
C. E. YOUNT 


Phoenix 
Prescott 


COUNCIL 


President - - - - - - - - A. C. CARLSON 
President-Elect - - - - SAMUEL H. WATSON 
Past Vice-President.............0000....... H. D. KETCHERSIDE 
PIII cs gsee Bo cesses std cre nah onpscies D. F. HARBRIBGE 


ER a eres ne C. E. Yount 


COUNCILLORS 


W. C. Topt W. WARNER WATKINS C. A. THOMAS 


HOUSE OF DELEGATES 


ee Ee S|) ee eae 8 
DELEGATES 

Cochise County ......................... ee ee _ 
| 1 
Ee ee eae 1 
TATRA LE 1 
OS | ee ee 2 
i, en 8 
Navajo-Apache County .....................2-...-- 1 
Se ees 5 
a ee ee . 
eee 2 
Yuma County ............ pir odulenathemadearbenecs 2 

Total _. aise .........64 Members 


*Based on last year’s membership. No report for 
1929, up to March 28th. 


PROGRAM 
SCHEDULE OF BUSINESS MEETINGS 





Council Meeting, Wednesday, April 17, 8:00 p.m. 


Executive Session, House of Delegates, Thursday, 
April 18, 8:00 a.m. 


Executive Session, House of Delegates, Thursday, 
April 18, 4:45 p.m. 

Open Meeting, House of Delegates, Friday, April 19, 
5 p.m. 


GENERAL SESSION 


THURSDAY, APRIL 18, 9 A. M. 
Rev. ALFRED W. NICHOLS, Prescott 


Addresses of Welcome: 
E. C. SEALE, Mayor of Prescott. 


GaIL D. ALLEE, Medical Officer in Charge U. 5S. 
Veterans’ Bureau Hospital No. 50. 


Invocation - 


JOHN W. FLINN, President, Yavapai County. 
Medical Society. 
Reply to Addresses of Welcome: 
H. T. BatLey, Vice-President, Arizona State 
Medical Association. 
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Scientific Program 
Introduction of President-Elect. 
1. JOHN J. McLOONE - Phoenix 
“Otitis Media in Infants and Young Children. e 
Discussion opened by 
C. R. K. SweTNAM, Prescott. 
RoBert C. Buck, — 


2 W.G. SCHULTZ - eae oe 
“Bladder-Neck Obstruction.” 
Discussion opened by 
E PAYNE PALMER, Phoenix. 
C. C. BENEDICT, Whipple. 

3. JAMES H. ALLEN -_ - - - 
“The Treatment of Pneumonia.” 
Discussion opened by 
S. C. Davis, Tucson 
Galt D. ALLEE, Whipple. 

4. T. T. CLOHESSY - - - - - 
“Eczema and Eesematoid Ringwor m.’ 
Discussion opened by 
R. N. LOONEY, Prescott. 

BAYARD SULLIVAN, Whipple. 


Tucson 


Prescott 


, Phoenix 


THURSDAY, APRIL 18 
Afternoon Session, 1:30 p.m. 


5. HoweELL RANDOLPH, Phoenix. 
“History Taking and Evaluation in the 
Various Chest Conditions.” 
6. W. WARNER WATKINS” - - Phoenix 
“Fungus Infection with Special Reference to 
the Lungs.” 
Discussion on papers 5 and 6 opened by 
SAMUEL H. WATSON, Tucson. 
I. D. Loewy, Whipple. 
7. JOHN ALEXANDER - - - 
Address on Surgery. 
“The Empyema Problem.” 


Ann Arbor, Mich. 


8. JOHN E. Bacon ee a Miami 
“The Treatment of Fractures.” 
9. ROBERT FERGUSON - - - - Bisbee 


“Fractures of the Pelvis, Case Reports with 
X-Rays.” 

Discussion on papers 8 and 9 opened by 

H. T. SOUTHWORTH, Prescott. 

R. D. KENNEDY, Globe. 


Thursday Evening 
“Smoker.” 


FRIDAY, APRIL 19 
7:30 to 9:30 a. m. 


Clinical and Laboratory Demonstrations, Veterans’ 
Hospital No. 50, Yavapai County Hospital. 


Morning Session, 9:45 a.m. 


10. F.B. SHARP - - Phoenix 
“The Conduct of the Difficult “Obstetrical 
Case.” 

Discussion opened by 
C. E. Yount, Prescott. 
J. K. Hazen, Jerome. 


11. ALBERT SOILAND and EGBERT J. BAILEY, 
Los Angeles, Cal. 

“The Importance of Radiation Therapy to the 
Practice of Medicine.” 


12. E. PAYNE PALMER-~ - -  - Phoenix 


“A Plea for the Very Early Diagnosis and Very 
Early Treatment of Cancer.” 
Special Feature: Canti Motion Peture Film, Show- 
ing Cellular Activity of Normal and Cancer Tis- 
sues in Vitro. 


FRIDAY, APRIL 19 
Afternoon Session, 2:00 P, M. 


13. ROBERT STANLEY FLINN-~ - Prescott 
“The Treatment of Diabetes by the General 
Practitioner.” 


Discussion opened by 
W. WARNER WATKINS, Phoenix. 
R. J. CALLANDER, Tucson. 

14. DONALD JACKSON FRICK -_ - 
Address on Medicine. 

“Heart Diseases, the Necessity of Study and 
Prevention.” 

15. S.C. Davis - - - - Tucson 
“The Modern Examination and Treatment of 
Patients with Chronic Bright’s Disease.” 

16. J. B. LITTLEFIELD - - Tucson 
“Urinary Findings Simulating Nephritis.” 
Discussion of papers 15 and 16 opened by 
FRANK J. MILLOY, Phoenix. 

JAMES H. ALLEN, Prescott. 


Los Angeles 


Friday Evening 
Annual Banquet 


SATURDAY, APRIL 20 
7:30 to 9:30 a.m. 
Clinical and Laboratory Demonstrations at Mercy 
Hospital and Pamsetgaaf Laboratory. 
10 A. M. 
Leave by auto for Jerome. 
12 Noon 
Lunch in Jerome. 
Afternoon Session 1:00 P. m. 
1%. H. T. Bawuazy - - . 
“The Eye in Systemic Conditions.” 
Discussion opened by 
D. F. HARBRIDGE, Phoenix. 
RoBertT C. Buck, Whipple. 
18. JOSEPH MADISON GREER - -- - 
“The Surgical Knee.” 
Discussion opened by 
A. C. CARLSON, Jerome. 
JOHN D. Brooks, Whipple. 
19. FRANK J. Moy - - - Phoenix 
“The Differential Diagnosis of the Commoner 
Diseases of the Gastro-Intestinal Tract.” 
20. R.J. CALLANDER - - - - - = - 
“Functional Colitis.” 
Discussion of papers 19 and 20 opened by 
R. H. THIGPEN, Jerome. 
Gro. W. BASSETT ‘Walpyt. 
21 F.C JoRDAN’ - - Phoenix 
“Cerebro-Spinal Fever, ‘with Special Reference to 
the Present Epidemic.” 
Discussion opened by 
C. HEDBERG, Jerome. 
ROBERT STANLEY FLINN, Prescott. 


ENTERTAINMENTS 


THURSDAY, APRIL 18, 1929 
2:30 P.M.—Musical Tea at Monday Club. 
8:00 —— Party for Ladies at Hassayampa 
otel. 
8:30 P.M.—Smoker for Men at Yavapai Club. 
FRIDAY, APRIL 19, 1929 
1:00 P.M.—Luncheon—informal — for ladies—at 
Hassayampa Hotel. 
7:00 P.M. — Annual Banquet. Doctors and their 
ladies, at Hassayampa Hotel, followed by 
dancing. 


SATURDAY, APRIL 20, 1929 
10:00 A.M.—Trip to Jerome for all. 
12:30 M.—Luncheon for Men at Jerome. 


12:30 P.M.—Luncheon at Clarkdale Country Club 
for Ladies. 


Phoenix 


Phoenix 


Tucson 
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THE ARIZONA AND NEW MEXICO 
STATE MEETINGS. 


Prescott—April 18, 19 and 20. 
Taos—June 12, 13 and 14. 


The program of the Arizona State Medi- 
cal Association which will be held in Pres- 
cott, with one afternoon in Jerome, on April 
18, 19 and 20, is published in full in this is- 
sue. Due to the untiring and earnest efforts 
of Dr. John W. Flinn, member of the Pro- 
gram Committee from the entertaining soci- 
ety, the most attractive and best balanced 
program ever offered the profession of Ari- 
zona has been arranged. With only three in- 
vited guests, the main portion of the pro- 
gram will be given by Arizona talent, which 
is as it should be. 

A special feature of the program will be 
the first showing in the southwest of the 
Canti Film, showing cellular activity in nor- 
mal and malignant tissues. This film is be- 
ing loaned by the Society for the Study and 
Prevention of Cancer. The Canti film was 
first shown in this country last December 
at the meeting of the Radiological Society 
of North America. It is one of the most 
marvellous photographic productions ever 
achieved. Dr. Canti was more than two 
years taking the films, and the original 
negative was purchased by the Society for 
the Study of Cancer. The Arizona Associa- 
tion will be fortunate to secure the loan of 
this film for their meeting, through the ef- 
forts of Dr. E. Payne Palmer, chairman of 
the Society for Arizona. The writer has 
seen the film twice and would travel far to 
see it again. 

The New Mexico Medical Society will hold 
their annual meeting this year in Taos, 
June 12, 13 and 14. A meeting in Taos 
should draw visitors from far and near. 









Taos is the largest of the Indian pueblos, 
contains a large artist’s colony, and the New 
Mexico Society will undoubtedly achieve an 
unique setting for their meeting. The de- 
tails of their program and features of their 
proposed meeting will be published in a sub- 
sequent issue of this journal. 





THE ARIZONA PUBLIC HEALTH 
ASSOCIATION 

The Arizona Public Health Association 
will hold its second annual meeting at Pres- 
cott April 16 and 17, under the auspices of 
the State Board of Health. 

The program committee, composed of 
George C. Grove, City Engineer, Tucson, 
Chairman; Helene Thomas Bennett, Yuma 
Clinical Laboratory, Yuma, and Dr. H. T. 
Southworth, City Health Officer, Prescott, 
are arranging for the meeting, which will 
have general sessions of interest to all 
Sanitarians, and special sessions for Health 
Officers, Water and Sewage Plant Operat- 
ors, and Dairy Inspectors. 

It will be noted that these dates are the 
two days immediately preceding the meet- 
ing of the Arizona State Medical Associa 
tion in Prescott. 





COMMITTEE ON PUBLIC WELFARE ARI- 

ZONA STATE MEDICAL ASSOCIATION 

This Committee is composed of the presi 
dent and secretary of the Association and 
three members nominated by the president 
and confirmed by the House of Delegates. 
The three members at present are Clarence 
Gunter of Globe (chairman), John W. Flinn 
of Prescott and W. Warner Watkins of Phoe- 
nix. To this cmomittee is added one member 
from each component county society to make 
up the total committee. 
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On January 26th, this committee met in 
Phoenix, with the following members pres- 
ent: Drs. Gunter, Flinn and Watkins from 
the Association; O. H. Brown from Maricopa 
County; John E. Bacon from Gila County; 
J. W. Morris from Graham County; H. A. 
Reese from Yuma County; S.C. Davis from 
Pima County; H. T. Southworth from Yava- 
pai County; A. H. Schermann from Coco- 
nino County; and J. W. Bazelle from Nava- 
jo-Apache County. 

The Committee discussed very thoroughly 
the legislative situation in general and sev- 
eral matters in particular, with reference to 
the present session of the Arizona legisla- 
ture. 


It was voted that the chairman of the 
committee (Dr. Gunter) should express to 
our national representatives in Congress the 
disapproval of the committee, as represent- 
ing the medical profession of the state, of 
the proposed continuation of the Sheppard- 
Towner work, or similar Child Welfare work 
by the national government. 


The matter of the advisability of intro- 
ducing the Bas‘c Science Bill in the present 
legislature was verv thoroughly discussed 
from every angle. It developed that not all 
of the committee were convinced that this 
legislation is advisable for Arizona at any 
time, and most of the committee agreed 
that it is not advisable to attempt it at this 
session of the Jegislature. It became appar- 
ent that the bill formerly introduced has de- 
fects which would make it inoverative in 
this state. It was finallv voted that this 
legislation not he attempted or encouraged 
by the Association at this time, but that a 
more thorough studv be made of the ques- 
tion in general and the type of bill suitable 
for Arizona, in narticular, and report made 
to the Association in regular session. 


The auestion of seeking a reorganization 
of the State Health Denartment with a full 
time health officer in charge was also thor- 
oughly discussed. It was found that the 
committee felt the need of further study of 
this question also, before attempting to se- 
cure legislation. It was, therefore. voted that 
the Association ask the Public Health Offi- 
cers Association to apnoint a committee. to 
serve with the Medical Association’s com- 
mittee in making a thorough study of this 
matter. to the end that prover legislation 
might be sought for in an intelligent man- 
ner. No changes in the public health laws 
will he asked for at the present legislative 
session bv the Association’s committee. 

There are certain defects in the law for 
the Board of Medical Examiners, such as 
the provision for avpointing representatives 
from the eclectic and homeopathic schools 
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on the Board. It was decided, however, to 
make no attempt to change this law at the 
present legislative session. 

The committee adjourned with the deci- 
sion to seek for no changes at this time in 
any laws in which the medical profession is 
interested, and to take no action in legisla- 
tive matters at the present session, unless 
something in which the profession is inter- 
ested is introduced by other groups or indi- 
viduals. 





YUMA COUNTY MEDICAL SOCIETY 


Dr. Harry Reese, president of the Yuma County 
Medical Society, entertained the members with a 
dinner party at the Valley Cafe on Saturday, Dec- 
ember 29th. D 

Dr. Reese gave an interesting talk reviewing his 
work as full time County Health Officer for the 
past year. He stated that Yuma County at this 
time has one of the cleanest records in the State 
and he also spoke in the highest terms of the Yuma 
improved water supply, and stated that the milk 
supply is above reproach. He had a number of 
suggestions for the betterment of the indigent sick, 
to be worked out with the co-operation of the state 
and federal government eventually. 

In regard to the unsightly and unhealthy dumps 
of worn out automobiles, parked on private prop- 
erty he urged that the health and happiness of 
the people might be augmented by their removal. 

At the conclusion of the meeting the following 
officers were elected for the ensuing year: 

Dr. J. A. Ketcherside—President. 

Dr. J, D. Forest—Vice-President. 

Dr. W. C. Cain—Sec’y.-Treasurer. 








DR. GODFREY BROADCASTS ON TULAREMIA 


In the early part of February, over WGY, an 
instructive talk on tularemia was broadcast by Dr. 
Edward S. Godfrey, Jr., Director of the Division of 
Communicable Diseases of the New York State 
Department of Health. News reports do not state 
whether he gave the proper credit to Dr. Ancil 
Martin of Phoenix, dubbed by Dr. Edward Francis 
of the U. S. Public Health Service, as the “father 
of tularemia.” 

The broadcasting of the information on tularemia 
by Dr. Godfrey was called to our attention by Dr. 
N. D. Brayton, of Miami. Dr. Godfrey was for 
many years in practice in Arizona at Bisbee. Later 
he was appointed Territorial Superintendent of 
Health by Governor Sloan, holding this position for 
several years, devoting his entire time to that 
work. Going out of office in 1914, he served on 
the commision which drafted the charter of the 
city of Phoenix, and as health officer for the city 
under its first commission. For the past ten years 
he has been with the New York Department of 
Health, 





MARICOPA COUNTY (Arizona) MEDICAL 
SOCIETY 


The Society met at the Good Samaritan Hospital, 
Phoenix, January 24, 1929, with about forty mem- 
bers attending. 

Minutes of previous meeting were read and ap- 
proved. 

Mr. R. A. Davis, state publicity officer of the 
American Legion of Arizona, spoke on the Basic 
Science Bill from the viewpoint of a layman. He 
thought the bill could be passed in the present leg- 
islature by enlisting the aid of American Legion 
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men and political connections of his own. Latetr 
in the evening the discussion of this matter was 
taken up and motion was made by Dr. Greer that 
the Maricopa County Medical Society approves of 
this Bill and of its introduction in the present leg- 
islature if the Committee on Public Welfare of the 
State Association thinks wise to introduce it and 
the Society is willing to stand an assessment of 
five dollars per member as a part of general as- 
sessment on all state Association members. This 
motion was seconded and carried, after some fur- 
ther discussion. 

The speaker of the evening was Dr. Rowntree 
of the Mayo Clinic, who spoke on “Diseases of the 
Liver.” This address was illustrated by numerous 
lantern slides showing original research work done 
at the Mayo Foundation. This subject is not given 
the attention it deserves by the practitioner, and 
there is considerable practical knowledge available 
which is not being used. 

Drs. J. M. Pearson of Glendale, B. M. Berger of 
Phoenix and Mayo Robb of Phoenix, were recom- 
mended for membership by the Board of Censors 
and passed unanimously. 

Dr. O. H. Brown presented telegram from the 
American Medical Association, asking the society’s 
support in opposition to the revised Sheppard-Town- 
er bill in the national Congress. This was referred 
to the state Committee on Public Welfare for ad- 
vice. 

Dr. Brown also presented a letter from the State 
Nurses’ Association asking the society’s support 
for Mrs, Mildred Fulkerson for the position of Di- 
rector of Child Hygiene. This matter was also re- 
ferred to the Committee on Public Welfare. 

Dr. E. Payne Palmer announuced that the Amer- 
ican College of Surgeons would hold a district 
meeting in Phoenix on Feb. 13 and 14, and asked 
the Society to sponsor a banquet at the Hotel West- 
ward Ho on one evening to welcome the visiting 
delegates. Motion was made that the society hold 
a banquet as requested, and passed unanimously. 


VICTOR RANDOLPH, 
Secretary. 





NEWS ITEMS FROM EL PASO COUNTY 


DR. JAS. J. WALSH addressed the El Paso 
County Medical Society at a luncheon given in his 
honor at Hotel Hussman, January 14, 1929. His 
subject was “Funny Things That Cure People,” and 
dealt with psychic cures by the various cults. He 
also addressed the patients at St. Joseph’s Sana- 
torium on “Tuberculosis Takes Only the Quitters.” 
Dr. Walsh is Professor of Psychotherapy at Ford- 
ham University. 


DR. ORVILLE EGBERT recently returned from 
a visit to the middle west during which he visited 
clinics in Chicago, St. Louis, and Cleveland. He 
reports that the hospitals in these cities were full 
of influenza pneumonia cases, and very little sur- 
gery was being done except emergency work. 


DR. WAYNE V. RAMSEY of Abilene, Texas, 
was a visitor to El Paso early in February. 


ST. JOSEPH’S HOSPITAL (Phoenix) 
STAFF MEETING 
January 14, 1929. 

The regular monthly meeting of the staff of St. 
Joseph’s Hospital was held on January 14, 1929, 
with twenty-five members present. Dr. E. Payne 
Palmer, chairman, presided. 

Minutes of previous meeting were read and ap- 
proved. 

Analysis of the hospital service for the month 
of December was read by the secretary, Particular 
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attention was called to the small number of autop- 
sies. 

The program had been arranged by Dr. Brock- 
way, who had selected several cases of epidemic 
meningitis as a basis for discussion of this condi- 
tion. 

Case 15121, presented by DR. J. E. DRANE. 

No history was obtained of this child except that 
he had been ill for eight or ten days and had been 
treated by a doctor for influenza. Child developed 
severe earache and had been seen by an otolaryn- 
gologist. The child did not seem to improve and I 
was called and found child had a cerebrospinal 
meningitis. Ordered the baby brought into hos- 
pital. Spinal puncture was done. The fluid was 
cloudy and contained meningococci. Cell count was 
above 5,000. Some 30 c.c. were withdrawn and 30 
c.c. of anti-meningococcic serum was injected. The 
child seemed to be a little brighter for a short 
period but eventually grew worse and died the fol- 
lowing morning. When the child was first seen, 
pupils were very irregular, pulse was 40 to 50 and 
showed marked intracranial pressure, There was 
no vomiting. Tongue was furred and dry and child 
showed marked signs of dehydration. There were 
numerous rales throughout bases of both lungs 
but no evidence of definite consolidation. There 
was marked muscle rigidity and spasm of all mus- 
cles, the patient assuming marked opisthotonos po- 
sition. Kernig’s and Brudzinski’s signs were posi- 
tive. 

DR. F. C. JORDAN, in discussing this case, 
stated that we are missing the diagnosis of cere- 
bro-spinal meningitis in its early stages, and that 
we should be on constant lookout for cerebral irri- 
tation, especially in children. He cited an article 
which reported 156 cases of meningitis entering a 
hospital and fewer than fifty per cent had been 
diagnosed as such. Of these, 134 showed signs of 
cerebral irritation, which should have been suffi- 
cient indication for lumbar puncture. 

DR. R. B. RANEY presented a discussion of the 
diagnosis of cerebro-spinal meningitis, which wiil 
be found elsewhere in this issue of SOUTHWEST- 
ERN MEDICINE. 

Case No. 14880A was presented by DR. F. J. 
MILLOY: 

Patient is a poorly nourished male about 45 
years of age. First seen Monday, November 12th, 
at noon, complaining of feeling very bad and was 
vomiting, 


Past History: Patient has lived in the South and 
has had malaria and a long history of gall bladder 
trouble. Has been urged several times to have an 
operation. 

Present Complaint: Monday afternoon patient de- 
veloped severe headache which was relieved by 
aspirin. Monday evening patient felt very much 
better. Temperature was normal. Pulse rather 
rapid. Tuesday morning patient said he felt very 
bad. Headache was relieved and vomiting had 
ceased. Temperature by mouth was 97, pulse 110. 
Tuesday afternoon patient’s condition seemed to 
be worse. Temperature by mouth continued to be 
97, pulse 110. Mind seemed to be confused. Tongue 
was dry. There was rigidity of the neck but no 
abnormal reflexes in the lower limbs. Later on 
in the night patient was unable to swallow any 
medicine or fluids. Was brought to the hospital 
and spinal puncture done. Spinal fluid was very 
cloudy, count was 16,000 and contained many in- 
tracellular diplococci. At this time the knee jerks 
were very sluggish; there was no Babinski but 
there was a definite Oppenheim on the right side. 
At this time patient’s temperature was 99 by rec- 
tum, pulse 80, respiration about 30. Patient was 
given two ampules of meningococcic serum intra- 
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spinally. This was repeated in twelve hours, Dur- 
ing the afternoon the patient’s temperature rose 
to 102 and during the night to 104. Respirations 
became very rapid, 40 to 50 most of the time. 
Thursday morning spinal fluid contained 4,000 cells. 


Intraspinal serum was given again. Temperature 
ranged around 102, pulse 120; respiration contin- 
ued quite rapid. Patient was unable to swallow 
but was given large quantity of fluid by bowel 
and by hypodermoclysis. During previous day he 
began to have marked swelling of both arms and 
hands. Condition continued about the same. On 
Thursday morning the spinal fluid showed 1600 
cells. Meningococcic serum was repeated. Condi- 
tion continued about the same except that on 
Thursday the swelling in both arms and hands 
became intense; no evidenee of swelling or edema 
in other parts of the body; there were no findings 
in the lungs. Friday night temperature rose to 
104 again, respiration seemed to become more rap- 
id and patient died. 

Autoposy was refused. 

DR. H. P. MILLS, in discussing this case said 
that epidemic cerebro-spinal meningitis, or menin- 
gococcic meningitis, occurs chiefly in epidemics of 
varying length and severity, but sporadic cases are 
not at all uncommon. The disease has existed in 
Phoenix for the past year, The outset of this type 
of meningitis is usually abrupt and without .recog- 
nizable prodromal symptoms. Initial symptoms of 
headache and vomiting are the rule. The headache 
is severe and persistent unless coma develops. De- 
lirium, confusion, or loss of consciousness occur 
early. Fever is usually present, and in fatal cases, 
becomes more pronounced toward the end. Of the 
physical signs, neck rigidity and a positive Kernig 
are of greatest significance. A skin eruption in 
the form of petechiae, or larger purpuric spots, 
occurs in about twenty per cent of cases. 


Of the greatest importance in diagnosis is exam- 
ination of cerebro-spinal fluid, obtained by lumbar 
puncture. The fluid is usually under marked pres- 
sure and cloudy, the cloudiness due to greatly. in- 
creased cell content, the number. of cells varying 
from 1000 to 30000 or more per cu. mm. Menin- 
gococci are usually found on stained smears, but 
it. may require repeated examinations or cultures 
to demonstrate the organism. Polymorphonuclear 
cells predominate in the fluid. The white blood 
count is of diagnostic importance,. the total count 
being increased usually to 15000 or more, with a 
high percentage of polynuclears. A-blood culture 
may be of value in early cases with inconclusive 
spinal findings. 

The case presented has two or three points 
of variation from a tvpical case, one being the sub- 
normal temperature for the first forty-eight hours, 
which seems difficult of explanation. Blumer 
states that “the conspicuous features of the tem- 
perature, pulse and respiration curves, are their 
variability and irregularity. The height of the 
temperature apparently bears no definite relation 
to the severity of the illness, except that it fre- 
quently rises rapidlv to a high level shortly be- 
fore death (as in this case). The pulse at times 
is rapid. at times slow, shows marked variations 
in rate though rarely does it exhibit any irregular- 
ity in rhythm. The respiration, on the other hand 
is apt to be quite irregular, in rhythm as well as 
in rate.” It has been shown in experimental inocu- 
lation of guinea pigs, by injecting the organisms 
directly into the spinal canal, that a lowering of 
temperature of 2 to 8 degrees occurs, evidently due 
to the sudden, severe infection, the organism fail- 
ing to react by development of fever. The sudden- 
ness and severity of the infection in this case may 
explain. the low temperature, 
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Another point of interest is the continued reduc- 
tion of cell content of the spinal fluid without cor- 
responding improvement in the clinical condition of 
the patient. This is probably due to a change in 
the character of the exudate, rather than to any 
reduction in the inflammatory reaction. At first 
the polynuclear cells are thrown out in large num- 
bers and tend to remain free in the cerebrospinal 
fluid. Later the exudate covering the sulci and 
various folds of the surface, cause these surfaces 
to adhere to each other, so that the extent of sur- 
face in contact with the fluid is greatly reduced 
and fewer number of cells find their way into 
the fluid. The quantity of fluid is not given; its re- 
duction may be a sign of obstruction. Another un- 
usual finding in this case is the development of 
edema of the arms and hands. Was this a serum 
reaction? If so, why confined to the upper ex- 
tremities? I prefer to leave this to general dis- 
cussion. 

Case 15163 
FOURNIER. 

Patient, a boy sixteen years of age, with history 
of having had infantile paralysis at two years 
which left him with a retracted left leg. Was called 
to see him on night of December 10th. He was de- 
lirious, muttering incoherently, breathing stertor- 
ous, temperature 104.) Eyes were dilated, tongue 
thick and coated. Few rales in chest, heart beat 
rapid. Did not at that time make a definite diag- 


was presented by DR. DUDLEY 


nosis of meninvitis. As influenza was raging, 
made tentative diagnosis of influenza. Saw patient 
next morning. appeared to be better. Was auite 


rational and temperature was not as high. Next 
evening found that his neck was stiff. head slight- 


lv retracted. Kernig’s sign was definitely vosi- 
tive as also was Brud7inski’s. Made a diagnosis of 
epidemic cerebrospinal meningitis and sent him 


into hospital for treatment. Did a spinal puncture 
and obtained thick, creamy fluid which gave cell 
count of 12.000. Immediately gave 30 ¢.c. of anti- 
meningococcic serum. Rather interesting feature of 
this case is that the boy was constantly snelling 
small words and spelling them correctly. Follow- 
ing dav temnerature dronped to 101. Serum was 
avain given (30 cc.) after same amount had been 
allowed to run out. The fluid was somewhat more 


transvarent. Next dav there was great improve- 
ment, temperature dropped to 99.3. neck was less 
rigid and patient was auite rational. More of 
serum was given. Temverature at this time was 
norm?! and spinal fluid onlv slightly opaque. In 
all. this patient received 120 e.c. of serum and 


made an uneventful recoverv. Much credit is due 
to Dr. Ploussard for this pnatient’s recovery for he 
was pnainstakine in his efforts to vet the serum in- 
to natient’s sninal canal. If anv of you have tried 


to do a spinal mincture or a huskv sixteen-vear 
old boy. you will anvreciate the difficulties Dr. 
Plenssard encountered. 

DR. S. I. BLOOMHARDT: Instead of the ordi- 


narv discussion I am presentine a resume of an 
interesting and very comprehensive study of this 
disease as renorted in a series of more than 650 


cpcses bv Nenl. Tackson and Avpelbaum (Jour. 
A.M.A.. Dec. 11. 1926). The ceries presents noth- 
ing new in treatment. or as to tvpe of infection, 
but it serves as a good illustration of the most 


modern methods and confirms all the present teach- 
ing on the subject. Some of the points brought 
forth were: (1) Epidemic meningitis is a disease 
to which most persons have a natural immunity; in 
this series there were only fourteen instances in 
which more than one case occurred in the same 
family; (2) The meningococcus is the organism 
responsible; the general acceptance is that the or- 
ganism enters the blood stream through the mu- 
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cous membrane of the naso-pharynx and then lo- 
calizes in the meninges. (3) Cases fell into four 
groups; that of the more common type occurring 
in older children and adults, the cases we all know; 
that occurring in infancy; the systemic type; and 
the fulminating type. (4) It was quite definiteiy 
proved that there is usually an early transient bac- 
teremia, and in the systemic type the meningococci 
may persist in the blood for a comparatively long 
time; no better aid to diagnosis exists than the ex- 
amination of the spinal fluid. (5) Serum was giv- 
en every 24 hours, injecting 20 c.c. intraspinally, 
by gravity method, if as much or more fluid has 
been obtained; this was continued until fluid be- 
came steril; most cases required six to ten doses, 
and it was rarely safe to give less than four. Re- 
cent opinion in some quarters tend toward more 
intensive treatment giving it every twelve or even 
eight hours, intravenously as well as intraspinal- 
ly, but these authors believe that their more con- 
servative method is better, and quote a comparison 
between their mortality for a certain period and 
that of another hospital where the intensive treat- 
ment was given. The comparison was greatly in 
favor of the conservative method, which showed 
23 per cent against 54 per cent. (6) In chronic 
cases they used autogenous vaccines, sometimes 
with apparently gratifying results. (7) As regards 
sequellae, they were found in about 18 per cent; 
the most important and frequent was deafness, 
which was usually bi-lateral, complete and perma- 
nent, They did not find that defective mental de- 
velopment was a sequel of any appreciable fre- 
quency. Thus you see this is quite a contrast to 
epidemic encephalitis, whose after results are so 
much more to be feared. Robb in a follow up of 
the cases of six to ten years of age found the per- 
centage of complete recovery fairly generally to 
be considerably under 20 per cent, if the estimate 
be made after two to three years. He reviews his 
experience with a group of 173 cases which oc- 
curred in Belfast. Death rate in acute stage was 
12.1 per cent. 
Follow up on 152 cases: 

Apparently well after 2%5 yrs........ oe 8.8 per cent 
Dead of effects 


(at various times) .................... Maks.ceaied 4.9 per cent 
Suffering from nervous symptoms 

| eee = 7.0 per cent 
Showing changed charactev.......... 18......12.7 per cent 
Showing mental symptoms............ 19......13.4 per cent 
In other medical institutions........ 19......13.4 per cent 
Subject to epilepsy............ re iy See 1.4 per cent 
Showing Parkinsonion of 

various degrees ..................-..:--+- 83......58.8 per cent 
Partially incapacitated for 

oS eee 29......20.5 per cent 
Totally incapacitated for 

Ey I IR oa nsin sac ensncsscnnsone 84.....59.5 per cent 


(8) The total mortality of this group of epidemic 
cerebrospinal meningitis was 29.8 per cent. The 
large percentage of children in the series was an 
important factor. It was noted that in some years 
the mortality was decidedly more satisfactory than 
in others, 





MENINGITIS IN PHOENIX 


The following is a report of the City Health Of- 
ficer of Phoenix on the number of meningitis 
cases during 1928: 

There were thirty-two cases of meningitis, twen- 
ty-four of which died and eight recovered. The 
deaths occurred during the following months: 
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This shows mortality rate of 62 per cent, or 53 
per hundred thousand population. 
H. K. BEAUCHAMP, 


City Health Officer. 





GOOD SAMARITAN HOSPITAL (Phoenix) 
(November Staff Meeting) 


Continued from February Issue 


Case 4191. Gastric Ulcer, Acute Nephritis. Ne- 
phritis was secondary to exposure and heavy drink- 
ing. Fixpired about 12 hours after admission. May 
possibly have been alcoholic poisoning. 

Comment: Some interesting work is being done 
on the etiology of nephritis. The streptococcus, 
especialy in the glomerulo-nephritis, is quite fre- 
cuently a causative factor. Based on the work of 
the Dicks and others. we now appreciate the spe- 
cific relation of a definite strain of streptococci to 
searlet fever and its commonly associated compli- 
cation glomerulo-nephritis. Other factors are 
ascribed as the cause of this type such as metallic 
toxins. skin infections. etc.. but the fact is indis- 
putable that tonsillar infections and scarlatina ac- 
count for an overwhelming proportion of cases. 
The precise relation of streptococci to acute renal 
damage requires further study. Duval and Hub- 
bard are doing a large amount of experimental 
work on the rabbit; their summary to date is: “The 
various tvnes of acute glomerulo-nephritis, includ- 
ing endothelial proliferation, hyaline thrombi in 
the vessels of the glomeruli. hemorrhage into the 
capsular space and a complete necrosis of the can- 
ilarv can be produced exnerimentallv in the rab- 
bit under prescribed conditions, with the toxic prin- 
ciple of the scarlatinal streptococci of the Dicks.” 
And thus slowly is medical science unraveling its 
difficult problems. The Palmer acid test for gas- 
tric or duodenal ulcer is not used much out here, 
a great deal of reliance being placed on x-ray 
findings and history. The test is simple. A Reh- 
fuss tube is swallowed and suction made to assure 
the stomach is empty. If distress continues, it can 
be overcome by gastric lavage. Distress that can- 
not be relieved by this emptving of stomach 
is almost never ulcer distress. After this 200 c.c. 
of .5 per cent hvdroochloric acid is introduced 
through the tube. If no pain develops another 200 
c.c. is given 30 minutes later and followed, if nec- 
essarv, hy a third at the end of an hour. The 
neriod of observation is usually one and one-half 
hours, and if typical distress of ulcer is not re- 
=— during that time, the test is negative for 
ulcer. 

Case 4134. Male, age 27. ‘Trauma followed by 
sepsis. No history obtained from patient. Rather 
an odd injury to result in sepsis. Caught foot in 
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floor and wrenched his back. Pain and backache 
became progressively worse. Physical examina- 
tion revealed great tenderness around acetabulum 
and along course of sciatic nerve. W. B. C. 19,000, 
polys 90 per cent. Hyaline casts in urine. X-ray 
negative. Blood culture showed, after 24 hour in- 
cubation, staphylococci. Temperature runs from 
100 to 104 degrees. 

Case 3865 DR. J. D. HAMER. A nurse, age 32, 
came into the hospital, Sept. 7, 1928, complainin 
of fever, chills, headache, malaise and severe bac 
pain in lumbar region. The illness began on Aug. 
31, with a severe pain on the left side of the back, 
over the kidney region, a severe chiil, and rising 
fever. Within 24 hours the pain localized more to 
the right back, and radiated around and downward 
toward the bladder region: At the onset and con- 
tinuing through the ensuing day was a very ago- 
nizing headache localized in the occipital region 
and posterior aspect of the neck. The patient went 
to bed at the onset, and after a week of confine- 
ment and treatment, did not improve. There were 
daily remissions of temperature from a morning 
normal to an evening 102 to 103. Pulse at no time 
exceeded 100 per minute. On several occasions dur- 
ing the week, there were attacks of nausea and 
vomiting, not associated with meals. 

Past History. Patient had usual childhood dis- 
eases, and up until 1918 had been well. In 1918 
had a severe attack of influenza but recovery was 
good after two weeks. In 1919, patient had an at- 
tack of appendicitis, and was operated upon. Re- 
covery was without complications. In 1923, patient 
began having periods of fever, gastro-intestinal 
upsets, anorexia, belching and nausea, which was 
diagnosed gall-bladder disease. She had at this 
time attacks of pain in the right back over the 
kidney and pain referable to liver region, but no 
jaundice with these attacks. During that year, she 
was operated upon twice, the first for gall-bladder 
drainage, and two months later, a cholecystectomy 
was performed. She recovered nicely from the gall- 
bladder operations, but since that time has had 
attacks of pain and tenderness with fever, nausea 
and vomiting similar to the attacks she had prior 
to the cholecystectomy. Especially during the past 
summer, the patient has not felt well, feeling at 
times toxic with loss of strength and weight, an- 
orexia and malaise. She has had no abnormal uri- 
nary disturbances, no constipation or diarrhea, no 
jaundice, but at times sensed a feeling of palpita- 
tion of heart and nervousness. 

Family history is irrelevant. Menses began at 
15, and patient suffered severe dysmenorrhea until 
after her child was born 16 years ago. Patient has 
been married 18 years, and has one child, age 16, 
living and well. Husband is in good health, al- 
though underweight. 

...Physical Examination. On date of onset, Aug. 
31. Patient is acutely ill, with high fever, moist 
skin, flushed cheeks, very nervous, and appears 
to have considerable pain. Pulse is 96, temp. 104, 
respirations 22. Head is normal in all respects, 
ears normal, eyes, dull expression, not inflamed 
nor jaundiced. Pupils equal and react normally. 
Nose normal. Lips red. Teeth are in excellent 
condition. Throat is clean, voice normal. Neck, 
normal except for tenderness to pressure over pos- 
terior group of muscles. Lungs normal. Heart not 
enlarged; sounds loud and regular. No murmurs. 
Pulse rate 96, regular, rhythmic, soft, monocrotic. 
No adenopathies, Patient is very tender in right 
flank and just below axillary border of liver. In 
the right flank there is felt a mass, rounded, 
smooth, firm and easily movable. When patient 


turns on left side, the mass falls into right iliac 
and when on the back, the mass falls into 


fossa, 
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kidney region. Pelvic examination with patient 
prone shows nothing unusual except a slightly 
retroflexed uterus. Extremities normal, reflexes 
normal. Urine examination on first day of illness 
showed numerous pus cells. Patient was home one 
week, in bed, on a soft diet, with water forced, a 
pad to the kidney region and urinary antiseptics 
given in large doses. She entered the hospital one 
Sept. 7th, pulse was 96, temp. 102, resp. 24. Bed 
week later not improved. On the day of admission 
placed on shock blocks, patient given a soft diet 
and fluids forced. Urine cloudy, acid, sp. gr. 1010, 
much pus, no blood. Urine culture showed the 
colon bacillus. With this information patient was 
put on an alkaline antiseptic and from that time 
on began to improve. Temp. came down to normal 
on Sept. 12th and stayed normal until day of op- 
eration Sept. 18. One Sept. 8th, urine showed much 
pus, on Sept. 12th, an occasional pus cell was 
found, and on the 15th, the urine was free from 
pus. A cystoscopy on Sept. 9 showed opaque cath- 
eter in each kidney pelvis. The pelvis and calyces 
of right kidney upon injection showed normal size 
and contour. 

On Sept. 18th, after a week free from tempera- 
ture, a urine free from pus, and the patient feel- 
ing much improved, a nephropexy was performed 
under gas anesthesia. We found the right kidney 
extremely movable and located low in right flank. 
The kidney itself was slightly injected, and show- 
ed several small infarcts under the capsule in the 
upper pole. Pelvis of kidney was not dilated to 
palpation. Double looped sutures through stripped 
capsule of kidney to internal oblique was method 
of fixation employed. 

Convalescence was satisfactory and not unusual 
in any respect, and patient was discharged on Oct. 
1st, feeling well. 

Dr. Purcell, in opening the discussion said that 
this is an especially interesting case and well 
worked up. The important factor in this case is 
drainage. The holding up of the kidney and flush- 
ing of a large amount of liquid and alkalies seems 
the necessary treatment. They will have exacerba- 
tions from time to time even in spite of proper 
support of the kidney but usually these relapses 
are not serious. Dr. Smith said these cases cannot 
as a rule be cleared up without drainage. Opera- 
tion may be advisable and then again not. Drain- 
age may be accomplished by position of patient. 
He is inclined to doubt the value of flushing of 
the pelvis through the ureter. He has lately used 
pyridium along with alkalies with good results in 
pyelitis cases. Dr. Stroud said that he had had 
some experience with pyridium which led him to 
believe it was valuable. He said that in the Uni- 
versity of California a number of experiments had 
been done which went to show that when the 
ureters of cats were tied and the urine kept alka- 
line, little damage was done to the kidney; if the 
urine was acid the kidney substance was destroy- 
ed. Dr. Hamer said this woman had had two un. 
successful gall-bladder operations, so far as he 
could tell for the kidney condition and she has 
been much improved by the kidney operation. Dr. 
Vivian showed a number of slides illustrating the 
necessity of nephropexy. He also showed a slide 
which gave analysis of the tests for nephropexy. 
The gist of the slide is that an operation is neces- 
sary in those cases where the kidney descends and 
ureter does not descend with it. If adhesions or 
vessels hold the ureter in such a way as to kink 
it then nephropexy is necessary. He said further 
that he was inclined to disagree with Dr. Smith 
regarding the lack of value in flushing of the 
kidney pelvis through the ureter. Dr. Smith ex- 
plained that the site of the infection is the issue 
and not the pelvic cavity of the kidney and there- 

















144 


fore the flushing only takes care of the organisms 
loose in the pelvic cavity. Dr. Sharp said that he 
wished to commend Dr. Vivian upon his method of 
studying his cases. He recalled having done a post 
on a 12 year old boy in whom a kidney had been 
removed and this was the only kidney the boy had. 
This shows the importance of making thorough 
studies of all such cases. 

Case 4085. Dr. R. J. STROUD. White female, 
46 years of age. Has borne two children; family 
history negative. Patient had typhoid twenty years 
ago. She gave no history of cough, night sweats 
nor expectoration, and except for the typhoid has 
never been ill. This case involves a missed diag- 
nosis, in that the entity of tuberculous breast was 
thought to be carcinoma of the breast. As the 
greater majority of abdominal conditions prove to 
be appendicitis in some form, so does carcinoma 
of the breast in women over 40 so dominate the in- 
cidence of breast conditions that it is first thought 
of, and when it cannot be eliminated the diagno- 
sis should be that of cancer and radical meas- 
ures introduced as life saving measures. 

In going back over the history we have a state- 
men of being always well except that some years 
before she had typhoid. Close questioning after 
the condition was brought out as tuberculous elicit- 
ed the fact that no Widal was taken, and as this 
is a great source of error in the diagnosis of tuber- 
culosis, especially in some parts of the country, it 
is possible that what was thought to be typhoid 
was an attack of tuberculosis. This is all retro- 
spection, in trying to arrive at a possible focus of 
infection of which the breast was secondary. The 
physical diagnosis showed some slight dullness over 
both apices and slightly prolonged expiration of 
a higher note, more marked over the right side, 
but not true broncho-vesicular breathing. No rales 
were present, and there was no history of cough, 
night sweats, nor loss of weight. No raising of 
sputum at any time, yet, in this particular case 
there must be a primary focus somewhere. It is a 
pity that the patient left the hospital before the 
laboratory report reached the chart, for a chest 
examination by x-ray should be made. On 65 cases 
collected by Schley 12 were primary in the breast, 
so also the percentage holds in other series. So a 
primary breast focus is not eliminated. 

In differentiating carcinoma from tuberculosis, 
when a frank cold abscess is present the difficulty 
is lessened, and when fistulous tracts are present, 
the diagnosis is more or less simple. In this case 
there were two areas of redness and slight soften- 
ing, one two inches below and to the left of the 
nipple, and the other one inch above and two inch- 
es to the left of the nipple with a large hard mass 
in the lower part. The nipple is retracted with a 
puckered appearance—the nipple being somewhat 
higher than on the unaffected side. The nipple also 
stood pointing upwards. There was a suggestion 
of thickening throughout the pectoralis major mus- 
cle and the axillary glands were not felt as par- 
ticularly different from the other side. There was 
no apparent enlargement of the supraclavicular 
glands. 

Microscopic sections of the axillary glands 
showed them to be full of small tuberculous ab- 
scesses. In fact, the whole mass, outside of the 
muscles showed abscess formation, tuberculous in 
type, with many giant cells, but the laboratory was 
not able to demonstrate tubercle bacilli. 

I feel that the diagnosis could have been made 
before operation in which case the knife instead of 
the electro-cautery would have been used, but the 
leaning is so much towards carcinoma in a breast 
with a history of a nine year old lump becoming 
a growing tumor that withvut frank ulcer, fistula 
or abscess this diagnosis would be made. In any 
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case treatment is the same, that of taking out 
the gland and cleaning the axilla thoroughly. Sac- 
rifice of the pectoralis minor would not have been 
made in case of diagnosis of tuberculosis. 

Tuberculosis of the breast is a rare condition, 
but more common than supposed, and as in this 
case the diagnosis is frequently missed. Females 
are more susceptible than maies. The bacilli may 
enter an abrasion of the skin of breast or nipple, 
may be driven by friction over the nipple or an 
and may ascend the milk ducts or lymph vessels of 
the nipple. Most cases are between 30 and 40 years 
of age. Chronic mastitis predisposes to the dis- 
ease. Scudder says that 50 per cent are in women 
who have borne children. The breast is usually 
shrunken and nodular. It may be larger or actual- 
ly shrunken. It may be filled with small indura- 
tions, may contain large nodules, or may hold 
great softened masses covered with discolored 
skin. Tuberculous abscess may form and discharg- 
ing sinuses arise. In these cases the diagnosis is 
easy. Treatment is the same as for carcinoma only 
not radical enough to take out the pectoral mus- 
cles. 

In discussion, Dr. Jordan said he enjoyed the re- 
port very much but that his experience of tuber- 
culosis of the breast had been nil. He said this 
case taught us that tuberculosis can affect any 
part of the body and should make us duly careful 
in studying suspicious cases. Dr. Sharp said he 
had seen one such case. The first report of such 
cases was in 1829 by Cooper; others have been re- 
ported since and about 1890 it became recognized 
as an entity. About one per cent of all cases of 
lesions of the breast are tuberculous. Nearly six 
per cent of benign lesions are tuberculous. 

There are two forms, primarily and, secondary. 
The latter is the more common, the sex is impor- 
tant, as the female is more susceptible than the 
male. It occurs most commonly in middle life and 
in the child bearing woman. Secondary infections 
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Knox Sparkling GELATINE 
is the friend of the Diabetic 


KNox Sparkling Gelatine permits a num- 
ber of pleasing dishes to be introduced 
into the diabetic’s diet. It is a pure pro- 
tein, whose known caloric value makes 
it a simple matter to calculate food 
formulas. The added bulk which it gives 
to the dish helps satisfy the patient’s 
craving for food. 


Experiments show that when gela- 
tine is given to the diabetic, the want of 
body proteins often is reduced by as 
much as 63.7 per cent (Lusk). So Knox 
Gelatine becomes not only a vehicle for 
more concentrated foods, but has a use- 
ful protein value of its own. 


In many other special diets, Knox 
Sparkling Gelatine is a valuable adjunct. 
Its protective colloidal ability, in the 
feeding of infants, is well known. This 
action helps reduce the formation of 
hard curds, and is beneficial in the treat- 
ment of colic, regurgitation, and other 
complaints arising from imperfect milk 
digestion. In the liquid and soft diets 
of convalescents and invalids, where 
mincing appetites must be coaxed in every 
way possible, Knox Sparkling Gelatine 
brightens the table with dozens of color- 
ful and tempting dishes. 
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QUALITY WITH ECONOMY 


Knox Sparkling Gelatine is the highest 
quality for health. It is a protein in its 
purest form, particularly suitable where 
carbohydrates and acids must be avoided. 
When you purchase Knox Gelatine you 
not only get quality but economy, for each 
package makes four different desserts or 
salads of 6 generous servings each. 











For 41 years we have devoted all our 
attention to the manufacture of Knox 
Sparkling Gelatine. Constant chemical 
and scientific control is exercised during 
every process—from raw material to 
the packaged product. It is a pure pro- 
tein, unbleached, unflavored, free from 
sugar. 


Authoritative dietetic information 


The booklets listed below demonstrate 
the value of Knox Sparkling Gelatine in 
medicine, and suggest a number of appe- 
tizing recipes for the various indicated 
diets. Surgeons, doctors, dieticians, and 
members of hospital staffs will find them 
practical references. Check the coupon 
below and mail it to us. 








KNOX GELATINE LABORATORIES 
438 Knox Avenue, Johnstown, N. Y. 


Please send me, without obligation or expense, the booklets which I have marked. Also register my 
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are not uncommon. Tuberculosis and cancer may 
coexist. In diagnosis there must be consideration 
of the various types of cancer. Treatment is ex- 
cision. Von Eber uses only tuberculin. Dr. Berger 
said the interest for him in this case was the caus- 
ative factor. He. believed that ill fitting corsets 
might be a possible cause. He thought that. x-ray 
of the chest should be done. Dr. Stroud said he 
believed that excision is the best treatment; the 
glands in this case were generally caseous. 
Meeting adjourned. 
ORVILLE HARRY BROWN, Sec’y. 


NEW MEXICO TUBERCULOSIS ASSOCIATION 





(Continued from page 135) 

and the development of the preventorium idea, will 
be: Campaign for early diagnosis; stressing exam- 
ination of high school pupils with special reference 
to tuberculosis and heart disease; publication of a 
bulletin twice a month; and the establishing of 
free, tuberculosis, diagnostic clinics ‘wherever prac- 
ticable over the state. 

The work of better county organization will be 
pushed in the hope that, eventually, we may have 
a complete tuberculosis organization in each county. 

Our financial report is attached hereto. Our 
books are audited every year and a copy of the 
audit is in the office of the association and may 
be inspected at any time. 

In all our work we conform, as nearly as is 
possible with our peculiar problems of sparsely 
settled area and great distances, with the organiza- 
tion plans and policies of the National Tuberculosis 
Association with which we are affiliated and with 
whom we are in good standing. 

Respectfully submitted, 
MRS, C. C. MEACHAM, 
Secretary. 





BOOK REVIEWS 
(O. H. BROWN) 

International Clinics, Edited by Henry W. Cat- 
tell, A. M., M. D.; Philadelphia, U. S. A.; Vol. III; 
38th series; 1928; J. B. Lippincott Co., Philadelphia 
and London. 

There are 13 contributors to this volume. The 
main subjects discussed are endocrinology, cancer, 
alcohol and life duration, abnormal blood pressure, 
liver and biliary-duct disease, vitamins, Paget’s 
disease, visceral manifestation of syphilis, trends 
in preventive medicine, impulsive outbreaks in chil- 
dren, prolapsed uteri and extra pleural thora- 
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coplasty. The articles are liberally and beautifully 
illustrated and are written by authorities. 

The Surgical Clinics of North America, Aug., 
1928, Vol. VIII, No. 4; Philadelphia number, W. B. 
Saunders Co., Philadelphia and London. The clin- 
ics reported in this volume are by such well known 
men as Drs. John Chalmers Da Costa, John B. 
Deaver, W. Wayne Babcock, Chas. H. Frazier, 
James A. Kelly, Edward J. Klopp and others. 

A number of imporftant subjects are discussed 
among which are carcinoma of the rectum, toxic 
goiter, radioknife in malignant disease, spina bifida, 
chronic leg ulcers, spinal cord compression, surgi- 
cal treatment of burns, splenectomy and ruptured 
liver. There are 37 different subjects presented 
and all are of practical interest. 

Recent Advances in Chemistry in Relation to 
Medical Practice; by W. McKim Marriott, B. S., 
M. D., St. Louis; The C. V. Mosby company, 1928. 

This is a series of lectures before the San Diego 
Academy of medicine delivered in 1927. 

Dr. Marriott has a happy clear style of treating 
a subject which is sure to be a bit complex to the 
physician who has not kept abreast with the prog- 
ress of chemistry. Every physician and surgeon 
needs in his every day practice a knowledge of 
the facts presented in this volume. 

Marriott gives the latest conception of atoms, 
molecules, ions, the mass law, surface tension, os- 
motie pressure, colloids, tc. He discusses in detail 
the hydrogen ion and its influence in the body 
chemistry. Under colloids he presents the modern 
conception of the protein molecule. Acidosis and 
alkalosis with their dangers, symptoms and treat- 
ment are discussed in detail. 

Chemistry of the blood is the subject of lecture 
three. Food and metabolism are discussed in lec- 
ture four. Vitamins and dietetics are the subjects 
of the last lecture. 

The book is recommended as one of unusual in- 
terest and extreme practical value. Every physi- 
cian should wish to have it as a desk volume. 





International Clinics; Edited by Henry M. Cat- 
tell, A.M., M.D., Philadelphia, with the collabora- 
ton of 16 other authorities; Volume IV., 38th 
Series; J. B. Lippincott Company; 1928. 

The “Clinics” always afford instructive reading 
matter. The articles are prepared by authorities, 
in a manner to be most helpful to the person who 
may not be a specialist in the line with which the 
paper deals. The volumes are neatly bound and 
are of handy size for preservation and ready ref- 
erence. 

















The G. Wilse Robinson Sanitarium 
and Neuro-Psychopathic Hospital 


For Nervous and Mental Disorders 
and Allied Conditions 


Alcoholism and Drug Addiction 


Pleasantly located, on a beautiful tract of 25 acres. 
Buildings are commodious and attractive. Rooms 
with private bath are available. 


Approved diagnostic and therapeutic methods used. 
Occupational therapy, recreation and entertainment. 
G. Wilse Robinson, M. D., Medical Director 


Office:—Suite 814-817 Medical Arts Bldg. 
34th and Broadway. 


Sanitarium:—8100 Independence Road, 
Kansas City, Missouri 














ter 
Jos 
adr 
ker 


are 
tail 


Vu 


ing 
Clo 
phi 


Hu 
one 
art 
giv 
of 

bee 


wel 
to 

mig 
pro 
WO! 


ject 


del 

















MARCH, 1929 


The present volume has an unusually large num- 
ber of articles especially instructive to those in- 
terested in general medicine. We cite two; one by 
Joseph F. Montague on the rectal avenue of drug 
administratoin, and the other by Lewellys F. Bar- 
ker on criculatory insufficiency in the obese. There 
are 24 others, any one of which is worthy of de- 
tailed review. 





The Surgical Clinics of North America. Vol. 
VIII, No. 6; Pacific Coast Surgical Association 
Number; 277 pages with 118 illustrations, includ- 
ing complete Index to Volume VIII; Paper $12,00; 
Cloth $16.00; W. B. Saunders Company, Philadel- 
phia and London. 

The first article in this number is entitled “John 
Hunter—The Founder of Scientific Surgery.” To 
one interested in the history of medicine this one 
article will be worth the price of the book. It 
gives quite the clearest, terse, picture of the life 
of the illustrious John Hunter which it has ever 
been the privilege of the reviewer to read. 

An article which will interest the internist as 
well as the surgeon is upon radiculitis in relation 
to abdominal disease. This is a condition which 
might catch the unaware in such a manner as to 
produce embarrassment. These four pages are 
worth careful study. 

There are 41 other helpful and instructive sub- 
jects discussed. 


The Surgical Clinics of North America; Vol. 
VIII, No, 5; New York Number; 293 pages with 
141 Illustrations; W. B. Saunders Company, Phila- 
delphia and London; Paper $12.00 and Cloth $16.00. 

There are 23 subjects discussed in this volume. 
Among the more interesting ones is one entitled 
“MBGV-5.” This is a study of skin antisepsis. 
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The authors show that the ordinary methods of 
preparing the skin for operations are not adequate 
and a preliminary report of a new and apparently 
a near 100 per cent procedure is presented, All 
surgeons will wish to read this short article. 

There are several highly instructive papers upon 
appendicitis and stomach and gall bladder surgery. 

There is an occasional evidence of lack of prop- 
er editing of the manuscripts as shown, for exam- 
ple, on page 1016 which reads: “Heart sounds clear 
and distinct on percussion. No enlargement.” It 
is plain that this should read, “Heart sounds clear 
and distinct. On percussion, no enlargement.” 





REGISTRY OF LABORATORY TECHNI- 
CIANS. 


In accordance with the trend of the times, the 
practice of medicine is utilizing more and more the 
services of trained lay help. The advent of the lab- 
oratory as an indispensable aid to the diagnosis of 
disease has created a new specialty in medicine; 
that of clinical pathology. In order to carry on the 
numerous technical tests required in scientific diag- 
nostic procedures, the laboratory director has found 
it necessary to train the technical personnel. With 
the standardization of hospitals and the urgent call 
for qualified laboratory assistants there has arisen 
a demand for proper standardization of the pre- 
liminary education and technical training of those 
enrolled in this new profession. 

There has also been a desire on the part of those 
engaged in this useful calling to raise their status, 
similar to the evolution of the trained nurse of a 
generation ago, This want is now being taken care 
of by a national organization consisting of a body 
of men who are most vitally interested in elevat- 
ing the intellectual and technical status of labora- 
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tory workers. The American Society of Clinical 
Pathologists has taken upon itself the task of or- 
ganizing a Registry of Technicians with rules un- 
der which those qualified by education, technical in- 
struction, and moral character will receive a certifi- 
cate. 

The subject is of interest to physicians in every 
field of endeavor as many of them are desirous of 
securing the services of technicians to carry on the 
routine laboratory procedures. 

There is no doubt that the elevation of the lab- 
oratory technician to the status of a respected and 
useful calling will be a great help to the medicai 
profession, to the patient, and to the scientific 
practice of medicine. 

The headquarters of the Registry of Technicians 
of the American Society of Clinical Pathologists 
are located in the Metropolitan Building of Den- 
ver, Colorado. 

Another very desirable feature of the Registry 
is the facilities it offers in finding suitable place- 
ment for registrants and in aiding physicians to 
find desirable applicants. 





Radio Broadcasting of Medical Advertising.— 
The promoters who travel the borderland between 
honesty and quackery, raking in the shekels of 
the unwary, have found in radio broadcasting a 
glorious accessory for their manipulations. The 
mutterings of mystics from India and of fortune 
tellers from France, the claims for hair growers 
from Austria, for magic horse collars, for radium 
drinking waters, for antiseptics, cosmetics, influ- 
enza and cancer cures, the sexual appeals of re- 
juvenationists, the mouthings of evangelistic and 
faith healers, and preposterous dietary schemes 
come pouring from the loud speakers. At a con- 
ference held in Chicago by representatives of the 
broadcasting stations, the Better Business Bureau, 
and the American Medical Association, the follow- 
ing resolution was offered: Station directors should 
keep alive to the fact that all broadcasting is lis- 
tened to by all members of the family circle and 
that nothing should be broadcast that is in poor 
taste, embarrassing or offensive when heard by all 
members of the family. The combined action of 
the radio broadcasting industry and the Better 
Business Bureaus of the nation should lead prompt- 
ly to control, indeed, to actual sanitation, of medi- 
cal radio advertising. (Jour. A.M.A., Februarw 9, 
1929, p. 475.) 





Lesser Slim Figure Bath.—During the past few 
months there has been put on the market a prep- 
aration sold under the name of “Lesser Slim Fig- 
ure Bath” which is described as “The Sensation of 
Europe” that, by its “mysterious action,” will re- 
duce the weight of the fat “regardless of vour 
diet.” It comes from Berlin—if one is to believe 
the advertising—and is the invention of Herr Felix 
Lesser, who, it is claimed, submitted “his remark- 
able discovery” to “the eminent Dr. G. Baum of 
Berlin,” The eminent doctor’s report is part of 
the Lesser Slim Figure Bath advertising. An Amer- 
ican company has been formed—The Lesser Co., 
incorporated under the laws of Illinois with John 
J. Mitchell, a prominent Chicago banker, as treas- 
urer. The Chicago Tribune has advertised the prep- 
aration although its health editor informed a cor- 
respondent that he knew of no substance used in 
baths which will reduce weight. The Lesser Slim 
Figure Bath comes in the form of a package of 
white, highly scented effervescing powder in which 
there is a large compressed tablet that also effer- 
vesces. The instructions are to fill the bath tub 
with hot water, empty the contents of the package 
into the tub and stir well, get into the tub and place 
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the tablet ‘under your back.” From its analysis 
the A.M.A. Chemical Laboratory concludes that a 
product having essentially the same properties as 
the bath powder may be prepared by using: corn 
starch, 7 parts; borax, 1 part; baking soda, 1 
part; tartaric acid, 1 part; strongly odoriferous 
perfume. The Laboratory found from its analysis 
that a tablet having essentially the same composi- 
tion as that of the Lesser tablet may be prepared 
by using: baking soda, 1 part; table salt, 6 parts; 
tartaric acid, 3 parts; talc, as binder. Every physi- 
cian knows that this absurd mixture cannot have 
the slightest effect in the reduction of weight. 
(Jour. A.M.A., February 9, 1929, p. 492.) 





AMERICAN COLLEGE OF PHYSICIANS 
THIRTEENTH ANNUAL CLINICAL 
SESSION 


BOSTON, April 8-12, 1929 


The American College of Physicians will hold its 
Thirteenth Annual Clinical Session in Boston, April 
8-12. Dr. Charles F. Martin, Dean of the Faculty 
of Medicine, McGill University, is President of the 
College this year, and Dr. John H. Musser, Profes- 
sor of Medicine at Tulane University Medical 
School, is President-elect and will be inducted to 
the Presidency toward the end of the Boston meet- 
ing. Dr. James H. Means, Jackson Professor of 
Clinical Medicine at Harvard Medical School and 
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<NONSP! 


(An Antiseptic Liquid) 


Eres damit Spinto 














THE NONSPI COMPANY 
2652 Walnut Street, Kansas City, Mo., 


Send free NONSPI samples to: 
Name_ 
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COW’S MILK, WATER and 
MEAD’S DEX TRI-MALTOSE 


HE addition of Mead'’s Dextri- 
Maltose to mixtures of cow’s milk 
and water, or Lactic Acid Milk to make 
up the carbohydrate deficiency is com- 
mon practice among the majority of 
pediatrists and physicians in general 
practice. 
Many years of extensive use have by 
now more than reasonably well dem- 
onstrated that Mead's Dextri-Maltose 
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X is not only an eminently satisfactory i, 
BY carbohydrate for the majority of well 






infants, but that it is also equally well 
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f, suited for infants recovering from at- \ 
\ tacks of fermentative diarrhea. Y 
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Chief of the Medical Service at the Massachusetts 
General Hospital is General Chairman of all Bos- 
ton Committees having charge of arrangements for 
the Clinical Session of the College in April. 


The program provides hospital visits, clinics, 
demonstrations and ward-walks during the fore- 
noons at fifteen different Boston hospitals, and 
for general scientific sessions each afternoon and 
evening in the Assembly Room of the Hotel Stat- 
ler, which will be headquarters. Eminent authori-- 
ties in their special lines will present the results 
of their work before an audience competent to ap- 
preciate the value of the contributions. 


A Symposium on Deficiencies will take place the 
first evening of the Session, and will be of partic- 
ular interest because of the fact that deficiencies 
are nowadays assuming a far more widespread and 
important role than had heretofore been anticipat- 
ed. They have come into their own as factors pro- 
ducing acute and chronic disease on a par perhaps 
with infections. The Committee has secured for 
the Program men who can speak with authority 
on a variety of aspects of this important subject. 


Another special feature is a review of the Pres- 
ent Status of Vaccine and Serum Prophylaxis and 











SOUTHWESTERN MEDICINE 


Therapy, designed to give the Internist a rapid 
survey of the field, The speaker, Dr. Benjamin 
White, of Boston, is an authority on these subjects 
and can give the high spots in rapid and yet force- 
ful fashion. 


The annual banquet of the College will be held 
Thursday evening, April 11, when Dr. George E 
Vincent, President of the Rockefeller Foundation, 
will deliver the chief address. The Convocation, 
for the conferring of Fellowships, will take place 
Friday evening, April 12. Dr. Charles F. Martin, 
of Montreal, will deliver the Presidential Address. 


Programs and details concerning reduced fares, 
admission, etc., may be secured from the Executive 
Secretary, E. R. Loveland, 133-135 S. 36th Street, 
Philadelphia, Pa. 





SITUATIONS WANTED 


WANTED—Salaried appointmente for Clasg A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 








Founded 1896 by Dr. Hubert Work 


New Building 











WOODCROFT HOSPITAL, PUEBLO, COLORADO 


New Equipment 


NEURO-PSYCHIATRIC 
CLINIC 


NERVOUS AND MENTAL 
DISEASES 


DRUG ADDITIONS 


H. A. LaMoure, M. D. 
Superintendent 





















— if 
Glcreose |g 
4 Grams 









—a Good Expectorant 
—a Stimulant for the Appetite 


—a Form of Creosote that Pa- 
tients Will Tolerate 


Calcreose can be given in large doses for long periods without apparent difficulty 
Samples of Tablets to Physicians on Request 


THE MALTBIE CHEMICAL CO. 


Manufacturers of Pharmaceutical Products 


~“ 


—a Valuable Adjunct in Treat- 
ing Tuberculosis 


—an Effective Remedy in Bron- 
chitis, Stubborn Coughs and 
Respiratory Ailments 


Newark, New Jersey 




















